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When the suggestion was first made that research into out-
patients be carried out by the Health Services Research Unit,
the thrust was towards the siting of peripheral outpatient clinics
in health centres and other premises. The Unit had a well
developed research programme into health centres. During the
initial discussions with consultants who hold peripheral clinics,
however, it became clear that these clinics could not be satis-
factorily studied in isolation. The work of peripheral clinics
needed to be related to the workloads of hospital-based outpatient
clinics within the same specialty. And so the design of the study
evolved under the supportive guidance of the Unit's Director,
Professor M.D. Warren •
It is with great pleasure that I thank Dr D.I. Prosser,
Dr M.O. Rake, Dr C.I. Roberts, and Dr D.J.E. Taylor for giving me
unlimited access to their outpatient work, and for their continued
encouragement and friendship. I am most grateful as well to the
consultant pathologists and consultant radiologists for making the
diagnostic data available. (Forty-five general practitioners also
generously agreed to be interviewed. The full acknowledgements to
these doctors will appear in the second report of the study.)
At different stages during the study I received help from:
Miss Jill Abrams, Hrs Shirley Imlach, Hrs Sally Morris and
Miss Angela Smith who coordinated the clinic case folders;
Hrs Sheila Gordon, Mrs Lavinia Harvey and Mrs Cynthia Thorpe who
coded the material, and Mrs Barbara Wall who both coded and
computerised the data. Hrs Tina PUllinger provided secretarial
assistance, and this report was typed by Mrs Shirley Woodward •
I am indebted to them not only for their meticulous work, but also
for their friendship which sustained me during the sometimes lonely
research process •
In addition, valuable advice about the research described in
this report was given to me by Hr J.M. Bevan, Miss Jane Cooper,
Dr T.R. Cullinan, Dr K.S. Dawes, Dr S. Field, Dr A.G. Gibson,
Hr G.E. Green, Hr W.H. Grinney, Dr. N.C. Macmillan, Dr J. McNeilly,
Dr K.E. Spittlehouse, Miss Sheila Thompson, Dr M.S.B. Vaile, and
Hrs Isobel Wellard. My colleagues in the Health Services Research
Unit were always supportive. Finally, I am naturally grateful to
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This report analyses the data collected in a study of the general
practitioner referral process and outpatient system in a district general
hospital in south-east England, with specific reference to general medicine •
In a second report to follow interview and observational material is used
to explore explanations for the general trends seen in the results •
Two patterns of clinical practice were found in the general
practitioner data. One group of doctors were relatively high users of the
investigatory services, especially biochemistry tests and their referral
letters more often contained diagnostic formulations akin to those in
letters written by hospital doctors. Furthermore, these doctors (who were
on average slightly younger) practised in health centres - if given the
option. The other group of doctors - practising in conventional premises -
not only used the investigatory services less, and averaged fewer
referrals, but were also less likely to commit themselves to a diagnosis
in the referral letter. Moreover, no diagnostic cause was assigned at
the hospital for a larger proportion of their referred patients •
Outpatient sessions in the district general hospital and peripheral
clinics were staffed by consultants and senior house officers and the data
confirm that these junior doctors are less efficient decision makers.
They utilised the pathology services far more often than the consultants
while their overall discharge rate was almost half. The clinics consequently
had a net gain of patients over the 13 survey weeks •
The results show also how the content of the referral letter can
influence what happens in the outpatient clinic; that GPs and consultants
do co-ordinate the planning of diagnostic tests for referred patients; and
that there is not, as claimed by some writers, an excessive demand for
radiographs for all general medicine outpatients •
The research methods
There were two main aims to the study. One was to learn more about
the referral process than had so far been established in British studies,
•
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in particular, the manner in which the general practitioner arrives at his
or her decision to refer and conveys this decision in the referral letter.
The other aim was to gain an understanding of the relationship between
hospital doctors and general practitioners in the outpatient sector as
seen in: (i) the reliance of hospital clinicians on the local family
doctors for the 'workups' done prior to referring new patients; and (ii)
the factors influencing the consultant's (or his junior doctor's) decisions
as regards patient management/discharge in the outpatient setting.
The fieldwork was carried out in a 400-bed district general hospital
(DGH) serving a semi-rural population of about 165,000 persons in the
South-East Thames Health region. Seventy general practitioners were in full-
time practice in the hospital's catchment area.
The work of the general medicine speciality which provided the out-
patient data, was carried out by three general physicians each having
specialised interests (cardiology; gastroenterology; immunology, oncology
and nervous disorders) and a fourth physician who was also a sub-regional
specialist in nephrology. The outpatient clinics of these consultants
were held in both the DGH and at peripheral clinics sited in three towns
located eight to ten miles from the DGH.
Statistical data were collected about:
(i) all the outpatient sessions except the renal medicine sessions,
held by these physicians over the 13 weeks between 28 March and
24 June 1977; and
(ii) the use made by general practitioners of the pathology and
radiology departments serving the hospital's catchment area
over this same 13-week period.
In addition, interviews were carried out with 45 general practitioners
during 1978, and observational material was gathered in the outpatient
clinics. All the fieldwork (apart from the data extraction from the






































































The general practitioners' use of the services (Chapter 2)
There was a fifteen-fold variation in the numbers of refer0als made
by 'full-time' GPs over the 13 survey weeks. This pattern was consistent
wi th other studies 8. Likewise, there were remarkable variations in the
requests made by these doctors for Xray examinations and pathology tests,
and 'high' users of the radiology service were not always high users of
the pathology services (and vice versa). There was no relationship between
the individual doctor's experience (years since qualifying) and his or her
referral or radiology request patterns. However, younger GPs did make
greater use of the pathology laboratory •
An analysis of the data relating to four towns (Which covered 85 per cent
of the population in the hospital catchment area) revealed marked differ-
ences between the towns in the pathology request rates per 10,000 practice
population. When the data were reanalysed according to whether the
doctors worked from health centres or non-health centre premises, it emerged
that doctors in health centres were On average far more likely to order
pathology requests (especially biochemistry tests) and to make slightly
more requests for Xray examinations, and referrals to the general physicians •
It is~ argued however, that the reason lies in the health centres them-
selves although the back-up faciilties of a treatment room nurse to take
specimens will encourage the greater use of the pathology services. Rather,
the explanation is intrinsic to some doctors as clinical decision makers,
and these doctors are more likely to enter a health centre if given the
option. (The health centre doctors were on average slightly younger).
The referral letters (Chapter 3)
Overall the referral letters were much more comprehensive than the
letters examined in the early 1960s17 ,18, although some basic items (such
as advice on medications and 'on examination' findings) were still
inconsistently mentioned. Also, illegibility is now far less of a problem.
In almost two-thirds of the letters the writers suggested the diagnosis





























more, most of the new patients receiving gastroscopies had had a barium
contrast study requested by their GP. Pathology work from individual
departments was redone for fewer than half of the patients who had already
been investigated in this way, and the tests that were requested in the
outpatient clinics may not have been identical to those done by the family
doctors.
More than one-third of the survey's new patients were discharged at
their first attendance without having been investigated by outpatient Xray
examinations or pathology tests, and this proportion was in line with
Forsyth and Logans' findings in the national survey they conducted some
15 years earlier8 But research from other studies25 ,26 indicates that the
diagnostic decisions reached for these patients would be reliable especially
as 84 per cent of the new patients in this survey were seen by consultants
at their first attendance .
(ii) Peripheral outpatient clinics
There were striking differences in the outpatient workups done for the
18 per cent of the new GP-referred patients who were first seen in peri-
pheral Clinics compared to the workups of those new patients seen in the
DGH clinics. The former group of patients were far less likely to receive
diagnostic investigations. But this situation arose because the peripheral
Clinic case mixes were selected according to the facilities available in the
local clinics, the severity of the patients' conditions, and the special
interests of the consultants undertaking the clinics. The GPs were taking
these factors into consideration when making judgements about which clinic
site was most appropriate for each patient •
(iii) All outpatient attendances
Contrary to expectations from statements in the medical journals33 ,34,
Xray examinations were booked relatively infrequently for all attenders.
For example, although chest radiographs comprised half of the general
medicine radiology workload, in reality at only 5 per cent of the review
attendances were these examinations requested. Pathology tests were
requested during about one-third of all attendances (exclUding patients with
haematology or oncology conditions) •
- vi -
Often the clinical activities and interventions were undertaken for
a patient's second or third diagnosis or a.new problem perhaps of a self-
limiting nature. This happened in one-quarter of the attendances at which
the patients were rebooked. On the other hand, at one-tenth or more of the
rebookedattendances no 'clinic activities' appeared to have been
undertaken for the patient.
The effects of the grade of the- doctors seeing the outpatients (Chapter 5)
There were only senior house officers assisting the consultants in the
survey clinics, and these junior doctors were far heavier users of the
pathology service for they ordered tests at more than 40 per cent of their
attendances compared with 28 per cent of the attendances seen by the consult-
ants. The SHOs were also more likely to perform 'clinic activities' for
patients' co-existing diagnoses compared to the consultants' pattern of
practice. Finally, the SHOs saw nearly half of the total workload yet they
made the decision to discharge the patient at only 12 per cent of these
attendances. The consultants discharged 21 per cent of their attenders.
There were however, variations in the investigation patterns and discharge
decision rates between the individual SHOs.
Clinic patient flows (Chapter 6)
The inflow of new patients into the outpatient system was regulated
by the consultants' own booking policies. Also they read the incoming
referral letters to assess the urgency or otherwise of the problems. This
meant therefore, that two-fifths of patients were seen within 4 weeks of
the referral letter being written, and four-fifths were seen hy 8 weeks.
From the numbers of patients who entered the outpatient system during the
survey, and the losses from discharges transfers, and defaulting patients,
it was estimated that there was a net weekly gain of 10 patients into the
general medicine system. This trend was in marked contrast with the results
from a small study of the Central Middlesex Hospita12 where the general
























































The way in which the problem is presented in the referral letter does
appear to influence what happens at the first outpatient attendance. Patients
with letters containing just descriptions of symptoms were less likely to
receive special investigations, etc. than those with a diagnosis mentioned.
Again, patients whose letters mentioned that the individual was showing signs
of stress, anxiety, depression, were investigated less often and discharged
more rapidly than patients with emotion-free letters even though the dia-
gnostic decisions reached for the two groups of patients were very similar•
The reason may be cognitive, that of 'representativeness' bias48 (the
clinicians having ignored the base-rate frequencies of all people in the
population with these 'traits') •
Finally, there was a significant relationship between the levels of
the diagnostic hypothesis development in the referral letters and the dia-
gnostic conclusions reached in the outpatient clinics. Diagnoses in letters
with 'full' hypotheses were much more often confirmed than the 'weak'
hypothesis group, and conversely, the patients with symptom-only letters or
'weak' diagnostic hypotheses were more frequently not found a diagnostic
cause for their problems •
When the analysis was extended to the referrals from health centre, and
non-health centre doctors, the trend held. Substantially more of the patients
from non-health centre doctors did not have a diagnostic cause established
by the hospital. However, to establish whether these doctors really are
coping by themselves with medical conditions that their health centre collea-
gues tend to refer, it will be necessary to collect information about the use
that the two groups of doctors make of both the outpatient and inpatient
hospital services as well as surveying a population from each type of
practice for undiagnosed diseases.
Policy recommendations
Fully-fledged policy recommendations cannot be developed from this
research until the second report is completed. This applies in particular
to the issues surrounding the holding of outpatient sessions in peripheral
clinics. Nonetheless, the analysis in this first report has revealed two
trends in medical practice which cause concern.
- viii -
(i) The medical staffing ratios in district general hospitals. The
findings from this and other research inquiries46 demonstrate that senior
house officers are less efficient diagnostic and management decision makers
than doctors of more senior grades. Yet there were no registrar or senior
registrar appointments in the three and a half general medicine firms in the
survey OGH. Furthermore, the outpatient clinic loads were so heavy that
the consultants had a minimum of 'free time' to instruct their rotating SHOs.
It seems highly desirable, therefore, that the policies which govern the
geographical allocations of registrar posts to non-teaching hospitals
should be reviewed (notwithstanding the longer term issue of the national
imbalance in consultant/trainee posts).
(ii) The rationing of general practitioners' use of hospital investi-
gatory facilities. To cope with the current retrenchment in NHS expenditure
certain health dis~ricts have chosen to set restrictions on GPs' access to
hospital-based diagnostic facilities. Sometimes services have actually
been curtailed35 , but more often the waiting times for appointments for
individual examinations (notably barium meals) have become extremely long -
20 or more weeks in some radiology departments. Meanwhile there has been
virtually no advancement in the availability of~ diagnostic services, in
particular endoscopy73, to general practitioners. Yet the analysis in this
report shows that for many family doctors (especially the younger ones)
their method of practising medicine is dependent upon diagnostic services,
not simply for working-up cases prior to referral, but for the day-to-day
management of their patients. The withdrawal or curtailment of GP
diagnostic services in districts served by OGRs seems certain to have the
deleterious effects of first, handicapping these doctors in the delivery of
routine primary care67 , and secondly, placing a heavier load on the already
overstretched outpatient system.
Policies which regulate expenditure on diagnostic services by penal-
ising GPs should therefore be re-examined. If, however, it is felt that
some family doctors do have unreasonably high request rates for a
particular service73 , then efforts should be made to re-orientate these
particular doctors - perhaps via schemes similar to the collaborative study
in the Bangour General Hospital which aims to improve GPs' diagnostic
































During the 13-week research period in 1977, information was
collected about 2,402 outpatient attendances and this figure slightly
exceeded the 2,391 attendances recorded for SH3 purposes by the
hospital records departments. The ratio of 1 new attendance to 4.4
old attendances (according to the SH3 definition*) was below the 1977
general medicine figure for England of 5.91 • As well, some details
were recorded about failed attendances - the occasions when the clinics
were not notified that the appointments would be missed (DNAs). There
were 187 failed attendances (by 164 patients of whom more than half
subsequently attended). So the overall DNA rate of 7 per cent was
considerably lower than the 21 per cent recorded by 01sen2 in the
general medicine clinics of the Central Middlesex Hospital in 1978 .
In this report the major findings are presented in graphs and tables
and it should be remembered that the data bases are diverse. Since
details were collected about individual outpatients (1,699) as well as
the 2,402 attendances that they made, the findings relate to either
attendance or patient numbers (or subsets of patient numbers notably
370 patients referred by general practitioners who attended for the first
time during the survey). It was necessary to draw this distinction
between the numbers of patients, and attendances because some patients
who were receiving special treatments (such as chemotherapy) or were in
clinical trials, made numerous outpatient visits during the survey. This
had a weighting effect on certain of the data, for example the diagnostic
findings. Also presented in the report are data about 358 referral
letters, and about the family doctors' usage rates of the diagnostic
departments. But in each graph or table the data base is explicitly
stated.
Finally, the research methods including the data processing are
fully described in Appendices 1 to 4, while an extensive review of
relevant literature appears in a separate report3 Incorporated into
this latter report are the results of a national survey about the pro-
vision of peripheral outpatient clinics within hospital regions4•
*See Appendix 1 page 2•
.-- ...... r, 1'---. 1'-1 1'"1 , I r, rwI j II II I1 '1 RlI ..... rw _ r-I r-I ••••
n=l,699 individual patients
Note: 35.5% of patients had more than one indiVidual disease under
OP care.
n=370 general practitioner referred patients
Note: 22.7% of patients were diagnosed as having more than
one indiVidual disease.
Major diseases categories
Diseases of the circula tory
system
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blood forming organs
Mental disorders
Symptoms and ill defined
conditions
Other diseases categories
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THE GENERAL MEDICINE OUTPATIENT WORKLOAD
Who were the outpatients in the survey? The next three sections
show that they were equally divided between the sexes and, just over
half had entered the system as a GP-referral. More than two-fifths of
all patients suffered from diseases affecting the circulatory system,
"ith digestive system diseases being the next largest category. But
it was possible for a patient to appear in more than one major disease
category as mUltiple diagnoses were recorded •
Among the new GP-referrals there was a 'bulge' of males aged between
50 and 64 years. "Diseases of the circulatory system" was again the
largest disease category but more than one-fifth of the new patients were
classified as suffering from undiagnosable conditions. Finally, the
limited data from comparative studies indicate that the survey outpatient
load was not atypical •
The diseases
The pilot fieldwork for the study showed that an unknown proportion
of the outpatients suffered from two or more diseases affecting separate
systems of the body. Thus to gain a more accurate assessment of the
distribution of the diseases in the workload, up to three diagnoses 'under
outpatient care' were recorded and coded* for each patient in the main
survey •
It emerged that more than one-third of the general medicine patients
surveyed were under outpatient observation for two or more individual
diagnoses. Of course, some of these subsidiary diagnoses were jointly or
even solely managed by other specialties. But nevertheless they were
kept under surveillance in the general medicine clinics.
Two out of every. five patients suffered from "Diseases of the circu-
latory system" as can be seen in Figure la. Indeed, this broad category
*According to the four-digit categories of the International Classification
of Diseases (ICD) 8th revision5. Details of the coding procedures are in
Appendix 4•
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of circulatory diseases was two and a half times greater than the second
largest category "Diseases of the digestive system". Ischaemic heart
disease and hypertensive disease were the biggest of the groups of
closely related diseases (see below). But for a full diagnostic break-
down at the three-digit ICD level, and, for selected four-digit diseases,
see Appendix 4.










Hypertensive disease (ICD 400-404)
Ischaemic heart disease (leD 410-414)
Other diseases of the central nervous system (ICD 340-349)
(mainly forms of epilepsy)
Diseases of the thyroid gland (ICD 240-246)
Diseases of oesophagus, stomach and duodenum (ICD 530-537)
Other diseases of intestine and peritoneum (ICD 560-569)










The disease pattern of the ~ referred patients was noticeably
different from the total workload (Figures la and Ib). Fewer new patients
suffered from circulatory system diseases or endocrinal diseases. On the
other hand, "Symptoms and ill defined conditions" were recorded for nearly
one-quarter of these new patients although included in this category were
a few cases where the diagnosis had not yet been established. (A table
listing the diagnoses of GP-referred patients who were discharged is
included in Appendix 4.)
It is not possible to make strict comparisons between these survey
findings and other studies for two reasons. First, the convention of
mUltiple diagnostic coding has rarely been applied elsewhere. Secondly,
general medical case mixes differ from study to study. For example,
excluded from this study were the special clinics held by other physicians,
in particular for chest diseases, renal diseases, and endocrine diseases
inclUding thyroid disorders and diabetes.
There is however, some comparability between Olsen's Central Middlesex























system diseases, digestive system diseases, and "Symptoms and ill defined
conditions" as seen below. (The Central Middlesex Hospital is located in
a mixed industrial/residential area to the north-west of Central London.)
Comparisons between the other major disease categories could not be made


































*These percentages are for the first (main) diagnosis coded for each
survey attendance, this being Olsen's coding procedure.
**The Central Middlesex Hospital has a gastroenterology research depart-
ment which may account for its larger proportion of attenders with
digestive diseases even though a special 'colitis' clinic was excluded
from Olsen's survey •
With reference to new referred patients, the following table shows
that in three studies the two largest aggregated disease categories had
the same ranking. There are though, three reasons for the differences in
the sizes of the disease categories. The first is the likely variations
in morbidity as 20 per cent of the survey catchment area's population
were 55 years or more compared with 12 to 13 per cent in the geographical
areas covered by the other studies5 . Second, changes in medical practice
have occurred in the 15 years spanning the three studies and. for example,
certain digestive disorders are now more frequently referred to medical
rather than surgical specialists. Third, the exclusion of certain special
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% and ranking of Survey clinicsi~ Chesterfield 7 Forsyth & Logan's
new patients Royal Hospital national survey8
suffering from: 1977 n=370 1973 n=1,511 1962 n=2,206% rank % rank % rank
Mental disorders/
Symptoms and ill
defined conditions 29.2% (1) 26.9% (1) 27 .0% (1)
Circulatory system
diseases 25.4% (2) 22.7% (2) 17.0% (2)
Endocrine, nutritional
and metabolic diseases 5.7% (5) 12.0% (3) 11.6% (3)
Digestive system
diseases llf.l% (3 ) 11.3% (4) 9.8% (4)
Nervous system, sense
organ diseases 10.0% (4) 7.4% (5) 6.6% (5)
*These figures are also for the first diagnosis coded.
Sex and age of outpatients (Figures 2a and 2b)
The overall 1:1 ratios of males to females in the general medicine
loads of this survey and two other studies2 ,8 were in marked contrast with
the female dominated patterns in the major GP-workload studies. For
instance, in the Royal College of General Practitioners' 1971/72 morbidity
survey9, 58 per cent of the episodes (excluding pregnancy and contraceptive
advice) were with females. This suggests that when doctors determine whether
a patient needs or should continue hospital-based medical attention, the sex
differences fall away. If anything it is males, particularly the middle-
aged (50-64 years), who are more likely to be referred with medical
problems*, and this is not surprising in view of the far higher rates for
males in both the inpatient, and sickness absence statistics which are
attributed to hypertensive and ischaemic heart diseases l .
Sources of the outpatients (Figure 3)
A factor which is sometimes overlooked in discussions about medical
outpatients is that nearly half the workload has been generated by the
*It was not possible to calculate sex and age rates of referral owing to a
lack of detailed data about the popUlation served by the survey hospital.
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hospital doctors themselves either as discharged inpatients requiring
follow-up or as transfers from other consultants. In fact the propor-
tion of patients who entered the general medical system as GP-referrals
was 54 per cent both in this survey and the Central Middlesex study2
while the figure for five hospital centres in ScotlandlO was 48 per
cent.
So, it would seem that certain characteristics of this survey work-
load (the prevalence of circulatory system diseases, and "Symptoms and
ill defined conditions"; the sex ratio; and the component of GP-referred
patients) were typical of other investigations into general medical out-
patients despite the contrasts in the environments in which these
patients were resident. Will the surveyed general practitioners'








































GENERAL PRACTITIONERS' REFERRAL PATTERNS AND
USE OF D~AGNOSTIC SERVICES
This chapter makes progress in finding explanations for the varia-
tions in GPs' use of both the outpatient department and the diagnostic
services. The first section looks at the usage rates of individual
doctors and while 'experience' is seemingly not related to referral
patterns or radiology usage, there is a significant trend for the more
recently qualified doctors to make pathology requests more often than
their oldest colleagues •
In the second section (about the diagnostic behaviour of groups of
doctors) a wide variation in the pathology request rates for four towns
is explained via the types of premises in which the doctors practised.
General practitioners in health centres were much more likely to order
tests requiring blood samples, but the conclusion is that doctors enter-
ing such premises already have a certain pattern of clinical practice
which is fostered by the health centres' amenities.
This same health centre/non-health centre dichotomy exists in the
radiology data, and in the referral rates which are examined in the third
section. This section finally examines the overall outpatient rates for
the four towns and concludes that they are sensitive to the age and
morbidity composition of the practice populations, and to inter-doctor
referral/discharge behaviour •
Referral and request patterns of individual doctors
(a) Outpatient referral patterns
The prediction derived from past studies* that the family doctors' num-
bers of referrals to the general medicine clinics would be widely varied, was
"See Appendix 5 which contains summary tables (reproduced from the author's
interim report) of a number of studies about referral patterns. Included
are the findings from single or mUlti-practices, and from hospital-based
inquiries. There is also a section which discusses the problems of com-
parability because of the lack of standardisation in denominators used to
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General medical referrals from GPs in 'full-time' practice
within the environs of the DGH






























Figure 4a: Nurrhers of general medicine referrals from general
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fulfilled (Figure 4a). The range spanned from zero referrals by four
doctors to three doctors making 14 or 15 referrals, and the median was
3.5 referrals. This positively skewed frequency distribution replicated
the distribution found by Forsyth and Logan 8 in their national study -
see Figure 4b. The survey referral rate (inflated to 56 weeks) of 7.7
per 1,000 catchment area population* was in line with the equivalent
referral rate of 7.7 for the catchment area served by the Chesterfield
Royal Hospital in 19716•
Correlations between the individual doctors' referral numbers and
other personal variables were no more successful in explaining the varia-
tions in referral behaviour than in other studies. In their analysis of
369 family doctors, Forsyth and Logan8 found that none of these variables:
place and length of medical training; length of time since qualifying;
and clinical assistantships yielded a significant relationship with rates
of referral to outpatients. Even when a mUltiple regression analysis was
applied to comparable data about Edinburgh practices in 1961/62, Sumner
and Kilpatrickll were unable to reveal any insights about individual
behaviour •
So, neither years since qualifying (as estimated from the Medical
Directory), nor usage of pathology/radiology services showed a significant
relationship with the number of referrals made by the survey doctors
(Figures 5a and 5b). (Comprehensive pathology and radiology services
including double contrast media studies, had been available to all family
doctors in the health district for many years.)
It was not possible to relate the survey referral numbers to the age
and sex of the individual doctors' practice populations. However, research
by Morrell and his colleagues12 suggests that the factors of age and sex
do not in themselves explain inter-doctor referral variations. These
researchers showed that the observed differences in the referral rates of
three doctors in a group practice were not explained by the age, sex,
social class and diagnostic characteristics of the patients seen by the
individual doctors •
*The rate applies to the population of the towns and environs where the
general practitioners referred almost all their general medical patients
to the survey Clinics •
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(b) Diagnostic request patterns
The variable of 'years of experience' was also unsuccessful in
explaining radiology usage (Figure 6a), but with pathology use, there was
a trend for the younger doctors to request pathology tests considerably
more often than their oldest colleagues - see Figure 6b. A chi square
test of 'old/young' doctors (1-25 and 26-50 years of experience) related
to whether they were 'high' or 'low' pathology requesters (1-200 and
201-400 pathology requests) was significant (p<.05), while the R2 value
for all the observations in Figure 5b was 0.24* •
Although Xray examinations and pathology tests have differing diag-
nostic functions, the ratio of pathology to Xray requests could be expected
to be reasonably constant across practice populations**. Yet there was
a small amount of congruity between the two variables - only 24 per cent
of the variance of the Xray variable was 'explained' in a linear regre-
ssion sense by the pathology variable (Figure 7)**. Forsyth and Logan
too, found in their 1950s Barrow-in-Furness inquiry13 that the usage
rates of these two diagnostic services were not really related to each
other •
However, it does seem probable that three practical differences (report-
ing procedures; patient management; and geographical organisation) between
the pathology and radiology services affect individuals' use. First, the
reporting techniques: Xray films are interpreted by the radiologists and
described in the reports sent back to the family doctor whereas with most
pathology work, all that is returned are the automated numerical results
and the interpretation is left to the GP unless a gross abnormality has
been detected by the Laboratory. (Some Laboratories have the 'normal ranges'
for specific tests printed on the forms but this was not the practice in
this health district to the regret of one doctor who was interviewed.)
In addition, doctors will have differing levels of familiarity with
the types of examinations and tests offered by the two diagnostic services.
While the variety of plain film and contrast media Xray examinations has
*That is, the proportion of the variation in the pathology requests explain-
ed in a linear regression sense by the variation in the years since
qualifying.
**The distribution of pathology requests between the four departments of
Haematology, Microbiology, Biochemistry and Cytology are discussed in
Appendix 2. A similar analysis of the different types of radiograph
requests is in Appendix 3.
• I I I I I I 1 r'1I ...,. If"'II r1I If"'II F"I r1I r1I r--w ~. 1 ~·1 11 I I I" r .. 1"11
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Figure 6a: Relationship between years since quali-
fying and·radiology requests for
individual general pracHTioners.
Figtlre 6b: Relationship between years since quali-
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Figure 7: Relationship between pathology requests (excluding
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*Details of practice populations provided by the administering Area Health Authority •
Table 1: Characteristics of the practice populations, and the hospital-based




































remained fairly static over the past decade (and ultra-sound scanning and
mammography are primarily hospital-requested techniques), there have been
certain new developments in the pathology services. For example, two
relatively young GPs mentioned in their interviews that they were now
receiving TSH levels (thyrotrophin stimulating hormone levels) when
requesting biochemistry tests to establish hypothyroidism •
Second, patient management: while the general practitioner is not
involved in preparing patients for Xray examination, concern might be felt
about the discomfort that can be experienced by some patients when having
certain contrast media procedures (for example, barium studies). As
regards pathology requests, many practices are served by specimen collection
or postal systems. But if it means that the general practitioner has to
take the blood samples, smears, etc. his or her self because of a lack of
skilled ancillary staff, this may act as a disincentive to making requests •
The third practical difference is geographical organisation: that is,
the siting of radiology units and pathology departments in relation to the
populations served, and whether or not pathology specimen services operate.
However, this survey's data show that the spatial organisation of the
local diagnostic services was not as strong an influence on the collective
behaviour of general practitioners as might have been expected. But before
this assumption is tested in the next section, the local situation is
described •
2. The use of the diagnostic services" by family doctors in four towns
More than 85 per cent of the catchment area's population was resident
in four towns and their environs. As they were served by a network of
peripheral Xray units and outpatient clinics, the characteristics and
*Unlike the coverage of the radiology requests from GPs which is thought
to be virtually 100 per cent (see Appendix 3), the Pathology data repre-
sent only 77 per cent of the GP requests. While there are reasons for
confidence that these data are representative across the survey weeks,
it can only be assumed that the shortfall has been spread randomly across
all general practitioners. Data from the individual pathology departments,
in particular the Cytology department which had a 100 per cent coverage,
and from the outpatient referral material, do give substantial support to
this assumption of representativeness. See Appendix 2 for a full discus-















































Figure 8: Rates of radiology and pathology requests per











































facilities of these four towns at the time of the survey have been summ-
arised in Table 1. Other points to note are that the major Accident and
Emergency (A &E) Centre serving the catchment area was within the DGH in
Town A but minor trauma and other emergencies were dealt with by GP-
emergency services based in the GP-hospitals in each of the other three
towns. For plaster treatments though, patients had to travel to the DGH.
There were health centres with treatment rooms in Towns Band C and a
health centre under construction in Town D*.
(a) Pathology requests
One town, Town C, had far the highest pathology usage rates of the four
towns (Figure 8). And the pre-eminence of the town's ten principals, and
locums was consistent across the four pathology departments (see below). Since
a specimen 'pick-up' service operated in all areas except Town A itself, this
organisational feature does not appear to have influenced the request patterns.
It is noteworthy that this tendency for Town C's doctors to be relatively high
users of the pathology services was foreshadowed in 1964 (see Appendix 2, page
2.3) although there had been changes in the principals in the intervening
13 years.
Rates of requests (from principals only)
Pathology per 10,000 practice population
department
and survey Town A & Town B Town C Town D &
coverage environs environs
Haemat,'logy (74%) 99.7 95.3 323.8 116.3
Microbiology excluding
pregnancy tests (76%) 106.5 98.9 289.6 142.2
Biochemistry (65%) 12.4 54.1 182.3 52.7
Cytology* (100%) 53.1 43.1 71.1 49.3
'le • •These rates are based on the total practlce populatl0ns rather than the
more appropriate but unavailable denominator of women aged 16 years and
over .
"Some of the results in this study are analysed according to whether or not
the general practitioners practiced (or planned to practice) in premises
which functioned as health centres with treatment rooms. But one of these
premises was independently financed and therefore did not conform to the
definition of a health centre as recommended in the Department of Health
and Social Security's Health Circular HC(79)8. According to this document
the term health centre should be reserved for "Premises provided by an
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Figure 9: Number of Haematology and Biochemistry requests made by
doctors practising in health centre premises, and non-





























The rates of requests for biochemistry tests showed the widest range
from 182 per 10,000 practice population in Town C to 12 per 10,000 in
Town A. The 13-week survey period did coincide with a Medical Research
Council mild hypertension screening trial in Town C, and for patients
found to have a diastolic reading of 115 or more certain biochemistry
tests were sent to the local Laboratory. But these requests accounted
for only about la per cent of the biochemistry rate for this town .
This very wide biochemistry request range has provided a clue to the
explanation for the differences in pathology use between the four towns •
It was suggested earlier that a general practitioner might be disinclined
to take blood specimens him or her self because of the time factor or
even a distaste for the procedure. Like haematology tests, most biochem-
istry tests require a specimen of blood since they are performed on blood
serum, and the two types of tests (haematology and biochemistry)* are fre-
quently requested jointly. As these types of tests might be ordered less
often if the doctor lacks competent help from nursing personnel, the
haematology/biochemistry data were reanalysed according to whether the
GPs in the four towns and their environs practised in health centres (with
treatment rooms) or not .
Doctors holding some or all of their surgery sessions in health
centres were far more likely to request haematology and biochemistry tests
for their patients than doctors practising in other premises (Figure 9).
For example, the average number of haematology requests for this category
of 24 doctors was 58 per doctor compared with 19 requests for the 34 non~
health centre doctors.
It is ~ being argued that health centres are in themselves the
independent variable; that is, doctors exhibit a high correlation between
haematology and biochemistry requests only because they are practising in
health centres. (The facilities of a health centre will, of course,
encourage doctors to make greater use of the pathology services14 .)
*Haematology is the study of the blood and its disorders, whilst bio-
chemistry is the measurement of all chemical constituents in the body .
These latter tests can assess the functioning of organs (for example
the thyroid gland, liver, kidney or heart) as well as less specific
processes such as the 'handling' of carbohydrates, fats and proteins








Rather, it is the doctors who are inclined towards using biochemistry
tests in conjunction with haematology tests who are also more likely
to choose to practice in health centres if given the option. This pro-
position is supported by some additional observations about the survey
practitioners in the four towns.
ii. the non-health centre doctors in Town A who did not need
to take their own specimens because their patients
actually attended the Laboratory, still had generally
very low request rates especially for biochemistry
tests; and
There will of course, be a few GPs in health centre practices whose
pathology request pattern is more akin to that of non-health centre
doctors. These could be doctors whose partners took the initiative to
transfer to health centre-type premises. Conversely, there will be
non-health centre doctors who are very dependent upon these joint
pathology services but have not had the opportunity to enter a health
centre. There were in fact, two survey GPs in a rural practice nine miles
away from the DGH whose request pattern resembled that of the heavier health
centre users. Finally, it is not being suggested that high haematology!
biochemistry usage is, in itself, indicative of good primary medical care.
























in the graph there are five doctors identified by an
asterisk (*). These doctors did not, in fact, commence
practising in a health centre until two years after
these diagnostic data were collected. Yet they all
tended to exhibit a request pattern more characteristic
of the health centre doctors than the non-health centre
category. This was particularly true for three of these
five doctors •
many of the doctors in the non-health centre category
had been offered accommodation in planned health
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Figure 10: Numbers of Xray examinations requested
by doctors practising in non-health













all rate for the practice population of Town C•
Turning again to Figure 8, the impression given is that the overall
variations between the four towns in radiology use reflected the differ-
ences in access to the service. Patients in Town A who suspected that
an Xray examination was needed for tra~ma tended to go directly to the
local A &E Centre rather than consulting with their family doctor15 so









and D were served by local
were very limited}, whereas
seven to eight miles to the
factor would seem therefore
Xray facilities (although those in Town D
all patients in Town C were obliged to travel
radiology department in the DGH. The distance










However, even radiology USe cannot be satisfactorily explained in
terms of the organisation of the services. Further analyses of the data
showed that the principals in Town C requested more Xray examinations of
all types per doctor than in the other towns, and likewise, they requested
more contrast media studies (barium meals and barium enemas, cholecysto-
grams and intravenous urography (IVUs» which always require the patients
to attend at the DGH - see the following table. (Note, that the GPs in
this town had higher average list sizes than in the other towns.) There
is further evidence of the inconclusiveness of this 'organisation' vari-





Town B Town C Town D &
environs
23.831. 327.621.0
Mean requests all Xray exam-
inations per GP principal 33 39 50 48
Mean requests for contrast
me~ia.studies per GP 4.7 5.9 8.2 5.3
EE~nS~E~! _
Rates of requests for







*These data include only Xray examinations which were 'formally' requested
by the general practitioners by completion of request forms. Radiographs
to patients who presented themselves at the Accident and Emergency Centre
even at the suggestion of their doctor, were excluded. Also, the figures
are for all examinations requested - 17 per cent of patients received












































Figure 11: Rates of general l:Iedicine referrals and review
outpatients per 10,000 pi·actice population for
four towns.
New general medicine referral rates per








over <12.3) (9.2) (9.7) <17.0)
65
- 7' years 18.8 41.0 30.1 43.1
up to 64 years 13.6 n.B 19.9 25.7
Total 14.0 23.0 20.3 26.8
( ) denote fewer than 10 referrals.
Details of the practice populations were provided by the administering
Area Health Authority.






Town A & Town B Town C Town D &
environs environs
7S years ond
over 88.9 68.8 74.3 90.6
65 - 74 years 153.9 151.7 208.2 168.0
up to 64 years 65.1 79.1 86.4 81.7
Total 74.7 89.2 102.3 90.0
Age of practice
population







Table 2b: Practice population rates for all gene...el rr.edicine outpatients



























Since all of the doctors in Town C were in a health centre, it was
not surprising to find that overall, health centre doctors were heavier
users of the radiology services than the non-health centre doctors in
the four towns and their environs (Figure 10). The average number of
requests (for all types of Xray examinations) for the former group was
50 compared to 33 for the latter group. Health centre doctors also
averaged one more contrast medium request each over the survey period (six
requests as opposed to five)* •
Since Xray examination request forms are normally completed by the
general practitioner who outlines the presenting problem and specimens
etc. do not have to be taken, health centres would not appear to offer
organisational advantages. Thus these radiology findings give weight to
the proposition that some doctors have a personal style of practising
which is characteristic of a 'health centre model', rather than the
health centre itself being the determinant because of its organisational
features •
The use of the general medicine clinics by family doctors in four towns
The outpatient data also showed variations between the four towns and
their environs, but the explanations are different from those affecting
diagnostic use. Furthermore, there is a distinction between the total
general medicine outpatient load of the four towns and the new referrals
from the general practitioners •
(a) New referrals from general practitioners
The population-based rates of general medicine referrals for the towns
differed by as much as 91 per cent as can be seen in Figure 11. Not only
did Town A have the smallest rate (a finding consistent with the diagnostic
rates in Figure 8), the average number of referrals per GP in this town was
just 3.2 compared with 5.1 to 6.0 in the other three towns. Town C was
also noteworthy for its relatively small referral rate compared with its
diagnostic rates (especially pathology) which were discussed in the previous
section.
*Although health centre doctors overall were more frequent requesters of both
pathology and radiology investigations, it did not follow that individual
doctors who were 'high' pathology requesters also had 'high' numbers of
radiology requests and vice versa. The R2 value between these two request
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Number of referrals
---- Non-health centre Health centre
doctors n= 34 doctors n=24
Figure 12: Numbers of general medicine referrals to outpatients
from doctors practising in non-health centre premises,
























































Even when the rates were recalculated according to the age
compositions of the towns (Table 2a), the rankings held for the
largest age groups - Town D being consistently first. However,
without examining complementary data about the GPs' use of the
emergency services (primarily for inpatient care), it is not poss-
ible to draw conclusions as to the reasons for these geographical
variationsic •
The results also showed that although doctors practising (or
planning to practice) in health centres tended to make more general
medicine referrals than doctors in conventional premises, there were
wide variations in the individual doctors' referral rates within the
two categories, especially amongst the health centre practitioners
(Figure 12). And, related perhaps to this finding, health centre
doctors had qualified more recently, 20 years being their average
time period compared with 25 years for the other group. But the bi-
modality of the health centre referrals in Figure 12 was not age-
related.
Apparently referral decision-making is idiosyncratic and explana-
tions are unquantifiable via the research methods used in this study.
A large amount of descriptive material about the referral process was
collected from the interviews with the general practitioners. This
will be analysed in the second report, and a paper outlining the frame-
work of the analysis has already been prepared16
(b) All general medicine outpatients
Geographical variations in the total general medicine load seemed
to be the result of three inter-acting variables: local differences in
the age composition of the practice populations; different patterns of
morbidity; and variations in inter-doctor referral/discharge behaviour.
it
The majority of domiciliary consultations carried out by the general
physicians during the survey weeks were to patients resident in Town A
or its environs. It cannot be assumed though, that the general
practitioners requesting the visits were substituting outpatient
referrals with domiciliary consultations. Indeed, these consultants
felt that the purpose of their domiciliary visits was to assess the







































































































































Outpatients with these diseases whose GPs were in
~Town A & environs ~Town 8






Figure 13: General medical outpatient rates for selected diseases






























These combined influences accounted for Town C having the highest
population-based rates of review outpatients* in Figure 11.
i. Age composition of the practice populations. It will be
recalled from Table 1 that Towns Band C had by far the oldest practice
populations. So it was to be expected that the overall outpatient
rates would be highest for these 'older' towns. This was the case for
Town C (line 4, Table 2b), but the closeness in the rates for Towns B
and D was not what would have been predicted from their age composi-
tions. Inspection of the age-related rates in Table 2b (lines 1 to 3)
led to the conclusion that there must be some other factors which
accounted for certain of the higher rates within Towns C and D.
ii. Morbidity patterns. The directions of the fluctuations in
the selected diagnostic rates within each of the four towns in Figure 13
suggest that these diagnostic data are reasonably sensitive to the age
composition of the practice populations. (It should be noted that
these rates are based on all outpatients of whom nearly half were dis-
charged inpatients or transfers from other consultants. So, as these
figures include acute admissions who were being followed-up, they are
probably more representative of the 'serious' morbidity in the popula-
tion than would be indicated by referral rates alone.)
The more 'youthful' population of Town A suffered considerably
less from "Diseases of the circulatory system" and "Endocrine, nutri-
tional and metabolic diseases" than those in the other towns, while
its rate for "Diseases of the digestive system" was on a par. In con-
trast, Town B with the 'oldest' population had the lowest rate for
digestive system disorders. The relatively large endocrine/metabolic
diseases rate for Town D cannot be explained at this stage •
Equally noteworthy is Town C's rate for "Diseases of the circulatory
system" which exceeded the rate for the even older population of Town B.
f,
Review patients are those who had either been referred and seen in a
clinic for the first time prior to the commencement of the survey, or
were discharged inpatients either prior to, or during the survey, or
patients transferred from other consultants prior to the survey.
- 18 -
Yet, from the other data, it can be shown that during the survey the
doctors in Town C referred far fewer patients with circulatory problems
than the doctors in Town B*. However, these anomalies in the diagnostic
data may be explained by the complex variable of 'inter-doctor behaviour'.
iii. Inter-doctor behaviour. The inter-action of the referral patt-
erns of some general practitioners with the discharge rates of certain
hospital doctors accounted for an unknown portion of the differences
between the rates of review patients for the towns in Figure 11. To illus-
trate: if, over a period of time, a town has a high referral rate owing to
the zealous referral behaviour of a few doctors, then it follows that rela-
tively more of that town's patients will enter the outpatient system. The
overall referral rate for the town might later be modified by replacements
in the GP manpower, but a proportion of the earlier referrals will still
be 'on review' because of the discharge behaviour of the hospital doctors.
As shown in Chapter 5, junior hospital doctors are more likely to see review
patients and they are less willing to take discharge decisions than con-
sultants.
But consultants too, are variable in their willingness to discharge
patients at their first attendance. In addition, the survey data show
that if a consultant holds a peripheral outpatient clinic, there will be
a clustering of referrals from that town in the consultant's total work-
load. (Between 47 and 69 per cent of all the new patients from each of
the peripheral towns of B, C and D, were referred to the visiting consul-
tant.) So, if the patients from a town with a high referral rate are more
likely to be seen by the firm of a consultant who tends to discharge less
rapidly, then it can be expected that relatively more of these patients
will continue 'on review' than from other towns. But this is only a pro-
position - the effects of inter-doctor behaviour cannot be measured from
these data, although in Chapter 4 (pages 36 to 39) it is shown how the
differing special interests of consultants can affect the activities per-
formed in peripheral outpatient clinics.
*The towns' new referral rates per 10,000 practice population for these
conditions were 6.0 and 9.7 respectively notwithstanding the short survey
period. An impression was also gained from the survey interviews that










































CONTENTS OF THE GENERAL MEDICAL REFERRAL LETTERS
Summary
It is via the referral letter that the general practitioner conveys
to the consultant his or her reasons for seeking specialist advice or
help with procedures and treatments. The letters which accompanied the
referred patients being seen for the first time were scrutinised for
further insights into the referral process. The results should be seen
not as explanations for the differences in individual doctors' referral
rates but as alternative patterns in which general practitioners 'work-
up' and present their referrals •
The first step assessed the frequency that certain 'basic' items were
included in the referral letters. Whilst overall the letters were by no
means comprehensive, standards have risen markedly over the past 15 years.
Furthermore, the replies from the outpatient doctors did not suggest that
there were high levels of omissions from the referral letters of informa-
tion relevant to the diagnostic process or management plan•
In about half the letters the general practitioners seemed to want
help in establishing the diagnosis. But what was very evident from read-
ing the letters were the differing ways the writers structured their
requests. Some referral letters were almost replications of hospital-
style letters in that they contained a diagnostic proposition based on a
systematic 'work-up' including any relevant investigations. Other letters
were more summary in their content. So, in the second stage of the
analysis a classification of diagnostic hypothesis development was pro-
duced and letters requesting diagnostic help were scored to form an index
for each GP.
It appeared that younger doctors were more likely to develop system-
atically a diagnostic hypothesis in their letters, but high usage of the
pathology services was an even better predictor of diagnostic hypothesis
development. There was not however, a relationship between these hypothesis
indices and the number of occasions when GPs made referral decisions •
The final analytic stage showed that whilst there was a similarity in
the items of information in the letters written by health centre doctors,
I I j I j I I I I I I I I r
Figure 14:
I r I I' I' ~ ... ~ ...
Fictitious referral letters
• I I I I I I I
I •• • •
Dear Doctor,
Dear John,
I vould be very grateful f'or your advice about this girl 'a bypertension.
Yours sincerely,
re. Normau Paul aged 60 years
120, Winston Road,
I would appreciate your opinion and advice re ? diagnosis
of coronary artery disease with mild iron deficiency anae~ia
resulting from hiatus hernia ulceration.
Physical examin stion is essentially negative. His
pulse is 74, regular and his B.P. is 152/85.
Hb is lO.9mgm/lOQmI, otherwise blood count and film
normal. Ba Meal shows a fixed hiatus hernia.
This patient, a master builder, first Saw me 2 weeks'
ago complaining of epigastric pain radiating to the sternum,
unrelated to meals or exercise. He has returned today saying
that antacid therapy has not helped and that the pain appears
to be related to effort. His twin brother died of coronary
infarct 5 years ago.
Very many tbanlo for your help.
Do you think it is OK to embark on long-te:m antihypertensive trea'l:!!!ent, or
do you feel she shOUld be further investigated beyond I.V.?? (This a~ould be
available by the tiae you aee her.)
As you can see she is of a quiet and gentle disposition and by no neans
overweight. I ca!!. see no retinopathy through H.e undilated pupil and there are no sign
of heart failure etc. She is b3ppily married and her h~band takes effective
contraceptive precautions.
Ever since, a 3 month check on her BP has never been above 145/80 until the
last three months when it vas 160/100. Since then, despite advice about reS~
etc., it has hovered around this mark, on two week checks, and now (3.3.76) it ia
170/105 and for the first ti~e ever there is protein + in the M.S.C. I should
add that this is sterile, and always has been, an1 the lab. do not report casts etc.
I have taken blood for urea (25 mgs~) preparatory to I.V.P., but this has not
been done yet. Her Eb is 13.1 (2.2.76).
She was d~ter:'lined to try ag:dn and six years 81"0 we nursed her through
a completely successful pregnancy durine which her BP never rose above 150/85
until the 36th week. She waS then admitted to hospital for co~plete rest and
induced at 38 WeeY3 (BP 160/95). Normal baby - again no proteinuri8.
Ten years ago, when she atarted her rirst pregnancy, she was found to
have a BP of 150/90. Despite, appare~tly, rest and 80me salt restricti~n this
rose steadilY during the second trimester until at 24 weeks she complained of
increasing headache and had a BP of 160/100. She w~s ad~itted for rest\ t~t
this didn 1 t avail and she had a hysteratto!l!y at 26 weeks (BP now 180/t 10 •
The b~by lived only a fev hours. Her BP returned to tno~l' and she was
discharged 2 ~eeks later at 145/80 - blood urea had never been above 3O=cs1 and
at no time had she had proteinuria, fits, etc.
Letter B
Letter 0
This patient,. happily married woman with two sons
aged 12 and 9 was e~tremely well untiltwo months ago
when eh. beean to complain of tiredness, tension and
a lack of energy.She also complains of palpitations
at times, particularly when feeling anxious.
She had a happy Bnd uneventful childhood and appears
to be a good wife ond mother, her three bodroomed
bungalow being very well kept and she gets on well with
her neighbours.
She does not admit to Bny problems and cannot account
tor her change of mood.Apart from 80me tremors of
her hands and a rapid pulse, problably due to her
anxious state, I can find nothin~ wrong, and would
be grateful if you would see her and advise.
Yours S:'ocerel.,.
Dear Doctor,
re:~~8. Edna PeareDn a~ed 40





























and non-health centre doctors, the likelihood of the former to include
technical results in their letters and to develop fully a diagnostic
hypothesis was significantly higher •
Three hundred and seventy new patients came into the study - that
is, they commenced a new outpatient episode as the result of a GP's
referral initiative. A few of these patients were seen as emergencies
without an accompanying letter and letters were not available for some
other cases. So the analysis was based on 358 letters. Four sample
referral letters about fictional patients appear in Figure 14 and pro-
vide a reference for comments •
Items in the letters
While there is no reason to expect medical referral letters to be
uniform in content, some 'basic' items were inconsistently mentioned
(Figure 15). For example, more than half of the letters made no mention
of the GP's own examination findings, and over one-third did not contain
references to medications or advice given (or not given) by the GP •
But these findings are not unique. In the early 1960s de Alarcon
17 18 8
and Hodson ,McMullan and Barr ,and Forsyth and Logan recorded
higher levels of omissions (see below). Indeed these comparative figures
suggest that the overall 'quality' of letters has risen very SUbstantially
over the past 15 or so years. Certainly illegibility is far less of a
problem - three-quarters of the survey letters were typed compared with
one-tenth of de Alarcon and Hodson's17 sample. Hospital investigations
are now much more likely (perhaps four times as likely) to have been
carried out, doubtless partly as a consequence of the trend to give
general practitioners open access to hospital diagnostic departments.
de A1areon &Hodson17
% of letters with
items omitted
Reference to medic-
ations or advice 81.0% 77 .4%
Presenting symptoms 20.0% 19.8%
Clinical ('on exam-
ination' ) findings 68.0% 77.6%
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Figure 15: Items mentioned in the medical referral letters
~"",~"""~~~""""","",,,~52" 2
No mention of 'on examination' findings~~~~~~~~~
Patient's symptoms
No m2ntion of patient's symptoms
"10 of letters
~8"9%
GP's clinical findings "10 of letters
General reference to current or past symptoms ~~~~~~~~~40.2% Abridged 'on examination' findings
'ast medical history relevant to present prOb!em~~~~~ 39.1"10 Urine testing
Inly gives unrelated past medical history ~~~12.3% Own ECG findings
Actual weight or recent weight change
46.6%~""~"'~~"'~"''''~'\:'''@''''''~''''''~'''~''''@~~''''~'''~'''~'''''~ Pulse
Full d25criplion of current symptoms ~~~,,~~~33.8%
Both current and past symptoms mentioned~~17.0%
Past medical history
Jo mention of past medical h',slory
Detailed 'on examination' findings











~2n\i0ns PQst medical history unimportant 1Sl2.0%
wc~ltGnt care already received for:
same or related problem
unrelated problem













No rocnlion of m2c'wticns/advicC' given by GP ~'\~~~~~~~~~ 37.4%
52.2%
J2ta'Is of medications/advice given ~~~~
M2ntions that medications not started ES:l2.8%








































Of course, the survey's figures for hospital diagnostic investiga-
tion (see Figure 15) may not accurately reflect the total number of new
patients who had been investigated prior to referral. Sometimes it
emerged during a patient's first outpatient attendance that blood tests
had been done previously without mention in the referral letter. It is
possible that some GPs tend to overlook negative information when letter
writing: only 2 per cent of letters explicitly mentioned that the
patient's medical history was unimportant whereas nearly half made no
mention of a medical history. Letters to surgical specialties are even
more likely to omit negative details, or information which the family
*doctor considers irrelevant in the management of the presenting problem
References to social circumstances were more often included in the
current survey letters than in those analysed in the early 1960s. Both
17 18de Alarcon and Hodson ,and McMullan and Barr found only 7 per cent
of the letters mentioned social circumstances/background, whereas Table 3
shows that 20 per cent of the letters surveyed here contained references
to occupational or domestic factors, and 17 per cent commented on
personal factors such as obesity, and smoking or drinking behaviour.
(There may have been overlaps.)
Psychological factors (of which anxiety or depression were the most
common) were mentioned in nearly one-quarter of the survey letters (Table
3). There was also a group of letters (32) which suggested that the
patients had tried to alleviate their conditions or symptoms by amending
their diet (16 letters), modifying their activities (8 letters), smoking
less (3 letters), etc. We cannot, however, know if this greater tendency
to include social/psychological details inthe referral letters reflects a
trend towards the 'whole person' approach to general practice commended
by the Balint school and by the Royal College of General Practitioners
in certain publications in the 1970s19 Furthermore, the 'quality' of
medical referral letters has clearly to be assessed not only by estimating
the basic items dealt with therein, but also by the noteworthy omissions
found by the outpatient doctors who first saw the patients in the clinics •
*In the interviews with the general practitioners questions were asked
about the ways they did their referral letters. There are various
personal styles and these will be described in the second report •
*These exclude GPs' summing-ups of patients' character.
External social factors
Occupation or nature of work
Difficult domestic situation, e.g.
housing; family relationships
Total letters with these items
Personal social factors*
Obese, overweight
Reference to smoking behaviour
Reference to drinking behaviour
Reference to the patient's approach
to his work
Other (e.g. ex-drug addict)





Has a psychiatric history
Currently abusing alcohol or drugs
Other (e.g. senile, poor historian)

































































































Omissions of relevance to the diagnostic process/management plan
found in the outpatient clinics*
The information most likely to be newly uncovered in the first
outpatient consultation - newly as far as the reader of the referral
letter was concerned - was about current symptoms. In at least 12
per cent of consultations information about additional symptoms such
as amenorrhea or a proneness for falling, or about events preceding
the symptoms (an accident, a high dosage of amphetamines, or drinking
bouts, etc.) emerged (Table 4) •
18McMullan and Barr were concerned that only 4 per cent of the
letters they studied mentioned family history, and although the figure
in this study had doubled, it was still just 8 per cent. But in any
event only 2 per cent of the outpatient replies indicated that relevant
family history had not been covered in the GPs' letters. So there was
little demand for this type of information.
17In contrast, de Alarcon and Hodson showed that 32 out of 38
consultants in various specialties considered that 'drugs and treatments'
was an item which should never be omitted from a GP's letter. Over one-
third of the referral letters made no mention of current medication/
advice. But as before, fewer than ten of the outpatient replies commented
about the absence of relevant prescribing details in the original letters •
Presumably, when a referral letter does not mention medications, then
treatment has probably not been started •
As two-fifths of the new patients had previously seen a specialist
and usually for the same or a related problem, (Figure 15), it was not
surprising that details of medical histories were sometimes omitted
especially about complex cases such as aortic valve disease plus gall
stones, or bladder papillomata with thyrotoxicosis. This happened in
9 per cent of all letters.
So, whilst overall, the outpatient doctors' replies indicated that
nearly two-fifths of the referral letters omitted some information of
relevance to the diagnostic process or management plan, when the types
of information are itemised, the omission rates are relatively small •
it
The conditions of some patients changed in the period between the referral
decision and the outpatient attendance, so any references in the OP
letters to these changes have been left out of this discussion •
Note: details about multiple items could have been omitted from the
referral letters.






Patient anxious, depressed, stressful
life style; family member anxious
Smoking behaviour (12); drinking
behaviour (5); overweight/obese (15)
Current medication
Significant 'on examination' findings
Total number of referral letters found
not to be comprehensive





















Table 4: Relevant information in the outpatient replies which was











































Many of these referral letters had not completely overlocked information
such as examination findings or current symptoms, but rather the items
were not fully described. It is possible too, that these omission rates
are underestimated because the writers of the outpatient replies do not
necessarily state explicitly or imply that relevant details are missing
from the general practitioners' caSe presentations.
Reasons for the referrals
It seemed that the general practitioners wanted help in establishing
the diagnosis and, consequently, with the treatment in virtually half of
the referral letters (Table 5). Included in this category were both the
letters making explicit requests for help with the diagnoses as in
Letter B in Figure 14, "I would appreciate your opinion and advice re?
diagnosis of coronary artery disease ••• ", and letters where the reason
could only be inferred from the information provided. Letter C is an
example for it mentions that symptoms of abdominal pain, shortage of
breath on exertion and loss of appetite over a two-month period had not
responded to generalised treatments for vitamin deficiency and peptic
disorders •
The second commonest referral reason was for advice on treatment or
management of conditions which had been diagnosed by either the family
doctors or in previous hospital episodes (as in Letter D in Figure 14).
So, uncertainty about treatment appeared to be the reason for almost
one-quarter of the letters •
A desire for reassurance either by the doctor or the patient/family
was conveyed in one in ten of the letters. Letter A in Figure 14 is an
example of innuendo. The doctor considered that the woman's symptoms
were probably due to her anxious state "and he could find nothing wrong" •
Apparently this was a common strategy adopted by the survey doctors when
handling patients who wished to be referred. In their interviews,
doctors explained how they could not refuse a request from a patient for
a second opinion and furthermore, they were reluctant to admit in the
letter that the referral had been initiated by the patient in case there
was a genuine medical problem. But they were equally concerned not to
waste the consultant's time with an unnecessary referral. Thus asides
























To establish the diagnosis and
consequently the treatment (see
Letters Band C, r igure 14)
To give advice on treatment or
management of the patient, the
GP already being reasonably sure of
the diagnosis (see Letter D, Figure 14)
Reassurance:
for the GP that nothing is really
amiss, or that nothing more can be
done
for the patient or family that
nothing is really amiss, or that
nothing more can be done, plus any























The referral was prompted by other
medical personnel (Xray or Path.
reports, insurance reports, etc.)
An explicit request for an investigation















Reasons not clear 1.1 n.a. n.a.
-
•
Note: Chamberlain's survey took place about 1962 and covered medical,
surgical and psychiatric referrals. Group A was a hospital group




n.a. not available. •
...
•
Table 5: What seemed to be the reasons in the referral letters for




































Another one in ten of the referrals were prompted by other medical
reports. Half of these reports were from radiologists whose Xray exam-
ination findings indicated that further investigation was warranted
(usually endoscopy). There were also reports from other consultants
asking that the patients be assessed as medically fit for surgery, or
from different hospitals recommending that the patients be followed-up
locally. Fewer than ten of the referrals were prompted by insurance or
company medical officers' reports •
The vague though courteous endings of Letters A and C in Figure 14
(" ••• would be grateful if you woulc see her and advise", and "I would
appreciate your advice" (or opinion», were typical of many survey
17 18letters. The papers by de Alarcon and Hodson , McMullan and Barr
and Chamberlain20 criticised GPs for too often leaving it to the con-
sultant to guess exactly why a particular referral had been made or what
was wanted of the consultant. Yet in this study's interviews with the
general practitioners, many thought that it would be impertinent of them
to tell the consultant how they wished the patient to be investigated or
managed. Hence there were only 16 survey letters containing an explicit
request for an investigation which the GPs could not order directly
(mainly gastroscopies) •
The comparative findings from Chamberlain's survey of two hospital
groups20 in Table 5 suggest that the reasons for referral have not changed
very much over 15 years. Chamberlain's figures did though cover all
specialties: in her medical letters there was a higher proportion of
requests for investigations but the types of investigations were not
stated .
Diagnoses and hypotheses in the referral letters
Almost two-thirds of the survey referral letters (65 per cent)
suggested the diagnosis of the presenting problem whereas the proportion
was closer to one-third in the letters examined in the early 1960sl7,18,20
Of course, the survey doctors conveyed differing levels of confidence and
precision in their diagnostic predictions. In half of these letters a
single diagnosis was stated in confident terms; a third of the letters
suggested tentatively or discounted a single diagnosis (for example, "I
- 25 -
suppose the cause might be mUltiple sclerosis", or "I doubt if it is
due to a brain tumour"); and differential diagnoses were offered in
the remaining letters.
(a) Diagnostic hypothesis development in all letters
What was so apparent in the referral letters was the variety of ways
the writers had developed the arguments to support their diagnostic pro-
posals for new problems. In some letters the general practitioners had
hypothesised from symptoms, examination findings and where relevant,
medical histories of the patients and family members, and results of
investigations. The fOllowing abridged letter is one such example (see
also Letter 15 in Figure 15).
" • •• first saw him at the end of March. He cia vague ill
health and puffiness of the face. He looked pale and alE it
seemed fairly clear that he was suffering from myxoedema.
(Details were given of heart, chest, BP and urine.) TFT
results ••• confirmed myxoedema (details of treatment given).
He began to improve then cia mild anginal symptoms. (Thought
to be due to drug regime which was amended.) However I do
not appear to have improved the situation ••• ".
Note: the diagnosis of myxoedema was confirmed in the OP clinic
and advice was given on how to modify the drug regime so as to
protect the heart.
Other letters were more perfunctory in their description of how the
diagnosis was reached. This is another thyroid example.
"This patient came cia menstrual problems and was found to be
clinically hyperthyroid - this was supported by biochemistry
tests. (A complex social history was described.) The
daughter of Mrs X has thyroid disease .•. I would appreciate
advice on treatment ••• ".
Note: in the OP clinic it was felt that she was not clinically
hyperthyroid, the TFTs being at the upper end of normal, and
that the patient's headaches (not mentioned in the referral
letter) were related to tension.
In this group of letters the diagnoses were often broadly stated: for
instance, "a neurological lesion" (cervical spondylosis was diagnosed);
"a pain of cardiac origin" (not confirmed in the clinic); "been suffer-
ing from ulceration for some years" (gastric ulcer confirmed); and "may


















































In another group of letters the symptoms, medical histories and
investigations where relevant were described by the writers but they
refrained from identifying a diagnosis or alternatively, there did
not seem to be a diagnostic cause for the problem and this was
supported in the clinic. Letter A in Figure 14 is an example, like-
wise the following:
" ••• hypertensive for about 5 years (drug described)... He had
a severe chest pain 8 weeks ago during the night. There was no
vomitting, nausea Or pain radiating into neck or arms. (Wife's
description of the event.) Patient not bad since though tight-
ness in chest and extensive fatigue on active exercise. (Chest
Xray normal and ESR, WBC, Hb, LDH and SGOT done.) (BP and low
heart rates given.) I would be grateful if you could see him."
Note: the patient was diagnosed as having had an anterior
myocardial infarction and the bradycardia was due to the
hypertensive drug.
"••• who C/O sensation of coldness affecting the L wrist and
ankle which has been present for about 3 months. OE no
abnormality of the CNS or any other system. For many years
she has been treated for migraine (and now on different drug).
An employee has recently been diagnosed as having MS and I
suspect that this may be causing her some worry ••• "
Note: the patient was reassured that she was not suffering
from any progressive diseases •
Finally, a few letters merely passed a medical problem over with a
minimum of description (see also Letter C in Figure 14) •
"This patient was told 8 years ago at the X Hospital that
he had had a "heart attack". Since then he has had (two
drugs for unsteadiness) but no specific therapy. He would
like you to give him a check-up."
An attempt was made to assess the levels of diagnostic hypothesis
development in the referral letters but first, the method is explained •
In their inquiry into medical problem solving, Elstein and his
colleagues21 developed a cue-hypothesis matrix to measure the steps in
the hypothesis development of the participating physicians. But the
researchers were using three simulated medical problems which each
physician had to solve. In contrast, the diagnoses in the 358 survey
letters spanned 36 three-digit ICD categories so it was not possible
to assess the hypothesis development via psychological/medico criteria






Symptoms but no mention of diagnosis
Letters describe symptoms and may
mention treatment but not in any detail
As above plus indicating that the
patient/family desire reassurance
(see Letter A, Figure 14)
Letters give a detailed description of
symptoms and, where relevant, medical
histories, investigations and treat-
ment but no hypothesis as to cause
Hypothesis about the diagnosis
Letters contain a weakly developed
hypothesis based on a generalised
description of the symptoms. Some rou-
tine investigations may have been done
Letters contain a fully developed hypo-
thesis taking account of symptoms, hist-
ories, investigations where appropriate,
and reactions to symptomatic treatment







































Letters contain a diagnosis established
from clinical symptoms, medical histories
and/or investigations which has not
improved sufficiently on treatment (i.e.
a chronic problem) (see Letter D,
Figure 14)
Letters contain a diagnosis based on
symptoms and recent investigations, plus
the recommendations of the radiologists
or other specialists, or past reports of
investigations/specialists about a prob-
lem that has now recurred




















Letters merely pass the problem over
with scanty reference to symptoms, workup,
etc. The diagnosis may be stated if it is
a chronic problem (see Letter C, Figure 14) 19
As above plus indicating that the patient/









Note: the term 'symptoms' also covers 'on examination' findings.
Table 6: Categories of hypothesis development about the diagnoses





































medical problems meant that it was not feasible to apply a standard-
ised scoring system to the 'work-ups' described in the letters. To
illustrate: when diagnosing certain medical problems and in particular,
neurological conditions such as epileptic manifestations or multiple
sclerosis, pathology and radiology investigations contribute little
to the diagnostic process apart from discounting possible alternative
diagnoses, whereas other problems can be diagnosed from the investiga-
tions alone (for example the endocrinal conditions of thyroid ism and
diabetes )i, •
From repeated readings of the referral letters nine categories of
diagnostic hypothesis development were formed (see Table 6) and they
were discussed with a survey physician. (The rationale behind the
exercise is described more fUlly in Appendix 1.) The coding of the
letters was done by the researcher. While the great majority of the
letters clearly fitted into only one of the categories, there were some
whose categorisation was 'blurred' - a problem which besets the coding
of all descriptive data •
One-third of the referral letters contained a diagnostic hypothesis
about a problem occurring for the first time (Table 6). One in two of
these letters had 'fully' developed diagnostic hypotheses. In another
third of all the referral letters the writer did not commit himself to
a diagnosis or else he felt that there was no diagnostic cause for the
problem. When this finding was discussed with a few GPs, they defended
the reticence of themselves and their colleagues on the grounds that
they did not want to be found in error by the hospital staff. And there
i'When writing about 2he problems of doing social research from hospital
records, Garfinke12 concluded that the conflict arose because the
researcher expected the records to provide actuarial accounts of patients'
episodes. Indeed "an investigator who attempts to impose an actuarial
reading upon folder contents will fill his notebook with recitation of
"shortcomings" in the data, with complaints of "carelessness", and the
like." (p.202). But hospital records do make sense if the researcher
realises that they are similar to "utterances in a conversation with an
unknown audience which because it already knows what might be talked about,
is capable of reading hints." (ibid.). These remarks are equally appro-
priate to referral letters since they are part of a dialogue between two
doctors, a general practitioner and a consultant, and the dialogue can
last for years as patients pass back and forth between the doctors. How-








































































































•Figure 16: Relationship betNeen years since qualifying and an index
of "diagnostic hypothesis develcpment" in referral letters








































is anecdotal evidence in the survey interviews of GPs having the
disconcerting experience of being rebuked by a consultant for a mis-
judged diagnostic decision. The remaining third of all the referral
letters were mostly about chronic conditions or else the diagnoses
had been suggested by other specialists •
(b) An index of diagnostic hypothesis development
The analysis was extended to finding relationships between general
practitioners' patterns of diagnostic hypothesis development and other
characteristics. First, each of the hypothesis categories in Table 6
was given a score between 1 and 5 (see the right hand column). The
assumption behind this 5-point ordinal scale was that the referral
letters receiving the highest score would be those which most closely
resembled the hypothesis development in letters written by hospital
doctors about diagnostic problems (for example, category 5 in Table 6) •
Letters which contained a 'full' description of symptoms (category 3)
received a higher score than those containing a weaker hypothesis
development (category 4) because the former letters were indicative
of more rigorous 'work-ups' and/or case presentation. (Hospital letters
too, can fail to pinpoint a diagnosis.)
In the second stage of this analysis, the letters in which the
reason for referral was to establish the diagnosis were separated out •
These comprised about half of all letters and they did not include
requests for reassurance that there was nothing really amiss with the
patient (Table 5). The letters were scored according to their coded
levels of hypothesis development and the scores of the letters from
each GP were averaged to form an index. These indices were informally
compared with a survey physician's own assessments of the doctors'
letters and overall they were consistent •
It should be noted that there is a uniformity in the letters from
individual doctors as they have internalised standards of case presen-
tation. For instance, a doctor who routinely develops diagnostic
hypotheses is unlikely to write a letter which just summarises the
symptoms or merely passes the problem over. However, by selecting for
further analysis only letters about diagnostic problems there were no
eligible letters from a few doctors practising in the catchment area,

































































































Figure 17: Relationship between pathology requests and an
index of "diagnostic hypothesis development" in















































hypothesis development for each full-time practitioner in the catch-
ment area was matched against the doctor's years since qualifying •
and use of the pathology services.
There is of course. a fundamental theoretical debate about the
meaningfulness of indices compiled in this way, see for example
23Baker et al • The view of these writers is shared; that is. it
depends on the interpretations drawn during subsequent use. So while
some attempts are made to test the significance of relationships
involving the index values they are only within the spirit of this
exploratory data analysis in an area of 'fuzzy' research. rather than
full-fledged testing. And indeed. this argument hOlds for many of the
seemingly 'significant' conclusions reached in the remainder of the
report •
So, when seeking help with a diagnostic problem it is the more
recently qualified general practitioners who tend to write the referral
letters which contain detailed descriptions of symptoms. histories.
investigations, etc •• and possibly one or more diagnoses. Figure 16
shows that out of 61 doctors there were 26 with a diagnostic hypothesis
development index ranging between 4 and 5. Only six of these doctors
had qualified before 1957. A chi square test of years since qualify-
ing «(, 25 years and> 25 years) and the hypothesis indices (1. 0-3.0,
and 3.1-5.0) was significant (p( .01). However the R2 value for all
the observations in Figure 16 was only 0.26 •
Pathology usage was an even stronger predictor of diagnostic hypo-
thesis development (Figure 17). None of the nine doctors who made more
than 175 pathology requests over 13 weeks had an index lower than 4.0.
But it was possible to have a high hypothesis development index and not
be a high user of the pathology services. (This point is expanded in
Chapter 5 in the discussion about hospital doctors' dependency on
pathology investigations.) Again a chi square test of years since
qualifying (~25 years and> 25 years) and pathology usage (~95 and> 95 •
this division being the mean number of requests) was significant (p(.Ol)
and furthermore, the R2 value of the observations for the 55 doctors*
was 0.38.
*There were fewer observations in this graph than in Figure 16 because
some GPs on the periphery of the catchment area sent their pathology





























Diagnosis/es of presenting problem
Reason for referral to establish the
diagnosis
Full hypothesis in letters wanting
help in establishing the diagnosis
Relevant information in the OP replies
































Chi square test p < 0.01
Table_7: Items mentioned in the referral letters written by health
centre doctors, and non-health centre doctors in full-time






































(c) Referral decisions and diagnostic hyPothesis development
Diagnostic hypothesis development is not directly related to the
doctor's decision making about whether or not to refer. The ten general
practitioners whose total referrals numbered 8 or mcre over the survey
weeks had the following hypothesis development indices, that is, average
scores: 2 (three doctors); 3 (two doctors); 4 (four doctors); and
5 (one doctor). So clearly some other variable has to be sought to
explain referral decision making •
In terms of the outpatient outcome of the referrals, did it matter
how the letters were written? The data show that there were variations
in patient management according to the levels of hypothesis development •
However these findings are discussed in Chapter 6 .
Letters written by health centre" and non-health centre doctors
Differences in the structure rather than the content of the
referral letters were evident in the two groups of letters written by
health centre, and non-health centre doctors practising in the four
towns (and environs). The similarity in the percentages of letters
which mentioned symptoms, family history, social and psychological
factors, medications, and 'on examination' findings including blood
pressure readings (Table 7), suggests that the routines of history
taking and examining learnt as medical students persist throughout the
general practitioners' careers, regardless of where they practice from.
The health centre doctors' marginally higher rates may be explained by
their letter writing methods - 94 per cent of their letters were typed
compared with 54 per cent of the letters from the non-health centre
doctors (Chi square test p(.Ol). Also, the health centre letters
tended to contain fuller accounts of medical histories and 'on examina-
tion' findings. (Most of the typed letters would have been dictated
by the doctors either into a dictaphone or to a secretary, and it is
easier to elaborate about specific items using this method.)
It was the manner in which the doctors hypothesised about a diag-
nosis which distinguished the two sets of letters. While just over
*See the footnote of page 11 for a description of the premises classified
under this rubric.
- 31 -
half of each group wanted help in establishing the diagnosis, the
letters from health centre doctors were much more likely to develop
fully a diagnostic hypothesis. This difference was statistically
significant (p(.Ol, Table 7). Thus it was not surprising to find
that the health centre doctors' letters contained more references
to technical evidence - hospital diagnostic investigations and their
own electrocardiogram (ECG) readings. This latter difference was
statistically significant (p( .01) likewise the references to bio-
chemistry tests which is in accordance with the pathology request
findings described in the previous chapter (pages 12/13).
Again the question comes to mind, were the variations in the
structure of the letters indicative of differences in the case loads
referred by health centre doctors vis-a-vis those from traditional
practices? The data do indeed confirm that there were two patterns



































































GENERAL MEDICAL OUTPATIENT ACTIVITIES
Summary
Turning now to the general medicine outpatient department, this
chapter is about the clinical activities performed for the patients •
The three sections look first at all new referred patients then
secondly, at new patients seen in peripheral clinics. The third sec-
tion deals with the total outpatient load.
Contrary perhaps to expectations there was a relatively high level
of co-operation between the GPs and the hospital doctors when working-
up new patients. For instance, there was little duplication of indivi-
dual types of Xray examinations. However overall, one quarter of the
new patients were not investigated by pathology or radiology either
prior to, or during their first outpatient attendance. But other
research suggests that the diagnostic decisions for these patients would
be reliable - the greater majority were seen by the consultants •
This co-ordination between GPs and consultants was especially appar-
ent in the peripheral clinics' case loads. When making referral decisions,
GPs served by peripheral clinics are selecting first the consultant depend-
ing upon his special interest. Then they decide on a clinic site according
to its investigatory facilities and the severity of the condition. In some
instances though, this decision is being taken by the consultant to whom
the referral letter is sent. However, the activities performed on the
patient at the first outpatient attendance are dependent on both the 'same
day' investigatory facilities available at the clinic site and the experi-
ence of the doctor seeing the patient.
The total workload data dispel conventional wisdom that excessive
requests are made by hospital doctors for radiographs (chest and abdomen
examinations and IVUs) in the management of certain diseases, although
the low IVU figures also reflect a policy operated by the survey physici-
ans and radiologists. It is pathology work rather than radiographs which
is reduced when outpatients are seen at peripheral clinics. But when
evaluating the arguments in favour of decentralised clinics, account
needs to be taken of the 'hidden' benefits to patients and doctors of
having immediate or same-day feedback of pathology results. Finally,










Investigat ions in GPs' letters
n= 358 letters
Figure 18: Pathology and radiology investigations
mentioned in the referral letters and
• d •carr1e out at the first outpatient






































when the 'clinic activities' (this time including prescribing etc.)
were related to the number of diagnoses of each patient, it appeared
that one-quarter of the rebooked patients had complex management
regimes while for another tenth, their conditions were stable and
therefore did not require any interventions •
Investigations ordered for new referred patients
In the British Medical Journal of 21 JUly 1979, Dr. D. Haslam24 ,
a general practitioner in Cambridgeshire, replied as follows to a
25paper by Dr. Gerald 5andler about the cost of unnecessary tests
performed in medical outpatient clinics:
"The unnecessary investigations performed by the doctor
in outpatients have already probably been unnecessarily per-
formed by the GP, and the results given in the referral
letter. Discussions with colleagues from around the country
suggest that it is very rare for such prereferral tests not
to be repeated in the clinic." (24page 207) •
But is this really so? Figure 18 suggests otherwise at least in one
part of the country •
One-third of the new patients who had had GP-radiographs were
re-investigated in this manner at their first OP attendance, while
pathology work was reordered for three-fifths of the GP-investigated
patients. (It should be borne in mind though that only just over a
quarter of the referral letters actually mentioned Xray examinations,
and pathology tests were mentioned in even fewer letters.) So
altogether one in four of the referred patients were neither investi-
gated prior to referral (as indicated in the referral letters) nor
at their first outpatient attendance •
In fact, individual types of Xray examinations were duplicated
infrequently (Table 8). None of the four types of contrast media
studies were repeated, and for those patients with certain digestive
system disorders, the completion in advance of a barium meal meant that
the outpatient doctors could book a gastroscopy at the time of assess-
ing the referral letters for urgency. The films of the GP-requested
Xrays were available to the consultants and in some instances the
referrals had been prompted by the radiologists' observations when



















16 1* 65Other examinations






Xray examinations Gastroscopies ordered:
done by GP in advance of at 1st OP
1st OP attendance attendance
Barium meal 18 4
Barium enema 1 1
No Xrays done 3 6
..
..
Note: for one patient both a barium meal and a barium enema were









Patients who had Pathology tests:
Reordered at 1st Ordered for theDone by GPs OP attendance;' 1st time at 1stOP attendance
66 27 (40.9%) 89
57 26 (45.6%) 124
13 2 (15.4%) 47











Table 8: Types of Xray examinations and Pathology work which were




































Table 8 also shows that work from the individual pathology
departments was reordered for fewer than half of the patients who had
already been investigated in this way. Furthermore, the tests ordered
in the outpatient clinics may not have been identical to those done by
the family doctors.
ECGs were performed on more than a third of the newly referred
patients and this was a predictable figure in view of the numbers of
patients diagnosed as having heart diseases or symptoms referrable to
the cardio-vascular system (Appendix 4). Nineteen general practitioners
included details or tracings from their own ECGs in 29 referral letters
but in 22 cases the ECGs were repeated or else further cardiac tests
were performed. Occasionally they were redone because there were
reasons to doubt the reliability of the GPs' recordings or interpreta-
tions, while some doctors wished to have their tracings returned •
Finally, special investigations (excluding ECGs) were performed
on close to 30 per cent of the patients. (These investigations are
identified in Figure 19 and more than one could have been booked for a
patient at their first attendance.) The decisions to order the six
iodine uptake studies were based on the thyroid function biochemistry
tests requested by the general practitioners •
These data convey the impression that there was a close liaison
between many of the general practitioners and the general physicians
and the radiologists. (The survey interview material supports this
assumption.) By anticipating the content of the hospital work-ups that
their referred patients would experience, GPs were able to set the
diagnostic or treatment process in motion before the patient even
reached the outpatient clinic. The waiting time for GP-requested barium
studies in this period was four to five weeks. The survey GPs did not
though have direct access to any of the special investigations identi-
fied in Figure 19 including routine ECGs •
This liaison between family doctors and the hospital has been over-
looked by some researchers who have criticised hospital doctors for
their patterns of use of diagnostic investigations when seeing new
patients. These writers have also held conflicting views as to the























GP referred patients' first attendances:
0J0 when special investigations were ordered
n=370
~pes of special investigations
ECGs 136 Exercise ECGs 21
24 hour ECGs 3 Cardiac scans 13
EEGs 26 Brain scans 3
Iodine studies 6
Gastroscopies 32 Sigmoid/protoscopies 6
Figure 19: Special investigations ordered at the first















































forsyth and Logan 8 were surprised to find in their 1962 national
survey that the proportion of new general medical outpatients dis-
charged after only one consultation with neither radiology nor pathology
investigations having been done was 38 per cent. "Certainly the British
consultants cannot be accused of over-investigating." (8, page 55). Yet
15 years later the situation was unchanged - this survey's figure being
37 per cent. In fact the rates according to the types of investigations
for these discharged patients were even lower than in the early 1960s:
81 per cent had no pathology tests compared with 69 per cent in 1962,
and 75 per cent were not examined radiologically compared to 48 per cent 15
years previously. However, over one-third of this 1977 group of dis-
charges had actually been investigated by their GPs, and furthermore,
43 per cent received some form of special investigation such as an ECG
in the OP clinic or a gastroscopic examination before attending the
clinic.
26 25The research by Hampden et al. , and Sandler suggests that the
diagnostic decisions for the uninvestigated survey outpatients would be
reliable. Both studies found that routine tests modified the diagnoses
developed from the history-taking and examination in 5 to 9 per cent of
cases. But these researchers did not mention how often the GPs'
referral letters contained relevant investigation results (a point noted
by Harden27 ), nor did they consider whether a diagnostic hypothesis in
a referral letter influenced the hospital doctor when he was formulating
his own diagnosis during the history taking. from observations in the
outpatient clinics and discussions with hospital doctors, it seems that
the less experienced doctor relies on the GP's letter as an aide-m~moire
when assembling the patient's history.
It is in picking-up secondary diagnoses that routine investigations
25
can be most useful. In Sandler's study , abnormal test results*
revealed "unsuspected co-existent but clinically significant disease" in
a quarter of his firm's patients, there being little difference in the
numbers revealed by the pathology or radiology or ECG procedures. This
*The routine investigations performed for each patient were: haemoglobin.
white cell count, erythrocyte sedimentation rate (ESR). blood urea and







































secondary diagnosis figure would have been even higher if, like Brod28 ,
Sandler had widened his range of routine pathology tests. When exam-
ining 200 patients Brod found unexpected abnormalities in just over a
tenth of both the uric acid tests and the cholesterol tests •
In this survey too, nearly one-quarter of the new patients were
diagnosed as having a secondary condition (that is, an additional con-
dition not already known to their general practitioner). But these
diagnoses were established without systematically doing routine invest-
igations, and, unlike Sandler's patients who were all seen first by
junior doctors (medical registrars or senior house officers (SHOs»25,
the survey patients were seen first by a consultant in 84 per cent of
the cases •
This raises the issue about the diagnostic expertise of junior
hospital doctors and their appropriate deployment in the outpatient
clinics (a point noted by Phillips29 in response to Sandler's paper25 ).
The research by Elstein and his colleagues21 showed that multiple-
solution problems are more difficult to solve than single-solution
problems. One of their simulated medical problems consisted of two
major areas of problem formulation, infection and anaemia, and part of
the simulation's complexity was the recognition of two separate diag-
nostic problems. Most of the inaccurate diagnoses came about as a
result of the physicians linking anaemia to infection and not consider-
ing anaemia as a separate problem. Yet the hospital physicians parti-
cipating in this study had been nominated by colleagues as being expert
diagnosticians. There is however a full discussion about the diag-
nostic activities of junior doctors vis-a-vis consultants in the next
chapter •
New referred patients seen at the peripheral clinics
The first outpatient attendance for 65 (18 per cent) of the 370
new GP referred patients was at a peripheral clinic. These clinics
were held at four locations in three towns and they had varying local















































Figure 20: Pathology and Xray investigations mentioned in the referral



































These two clinics were sited in the same town •
There were no significant differences in the GP-diagnostic workups
of new patients seen in either the DGH or peripheral clinics (Figure 20),
and it did not appear that the peripheral clinics were being undUly used
























































Note: these figures exclude any letters requesting a special









However, the data did show that there was a two-stage sorting pro-
cess as to which clinic site the patients were sent. It depended on
the nature of the problem, and its severity. First, the nature of the
problem: the three consultants conducting the peripheral clinics each
had special interests - gastroenterology, neurology/immunology, and
cardiology. In the 45 interviews it was clear that almost all of the
general practitioners were aware of these sub-specialisations. Thus
when making a referral decision these doctors selected the consultant
whom they thought had the special expertise for the problem. But this








Major diseases categories % of patients wi th these diseases ...
Diseases of the circulatory
system














































GP referred pat ients seen at:
~ DGH OP clinics n= 305 D Peripheral OP clinics n=65 ""
•
Figure 21: Major diseases categories for new general practitioner referred









by this criterium. They knew that all four survey consultants were
competent to deal with more general medical problems such as hyper-
tension, headaches, epigastric discomfort, etc. So the GPs in the
towns served by peripheral clinics were likely to refer these problems
to the consultant holding the local clinic .
The following figures indicate the level of 'attachment' of the





Site of peripheral clinic
Town B (Clinic I)
Town C (Clinics IIa and lIb)
Town D (Clinic Ill)
















higher because of the wider range of diagnostic facilities at Clinic I
(see page 37) and the older average age of the local practice population
(Table 1) who tended to be less able to travel the nine miles to the DGH.
The severity of the problem was the second variable influencing
clinic choice. Since the peripheral clinics did not have the same back-
up investigatory services as the DGH, the nearby family doctors would
sense when a patient needed a diagnostic work-up including pathology
tests or an Xray examination or ECG which could be done on the same day
as the outpatient attendance, and send the letter to the DGH. Actually,
two of the three consultants holding peripheral clinics had all their
referral letters sent to the DGH where they screened them for urgency
and clinic appropriateness. One final point to note: the waiting times
for appointments were longer for some of the peripheral clinics than
for the DGH clinics held by the same consultants.
This sensitivity to the appropriateness of individual clinic sites
for different types of problems was evident in the comparative diagnostic
data (Figure 21). For example, proportionately twice as many patients
suffering from "Diseases of the nervous system and sense organs" were





-%of new patier.ts who were:














































41.041.331.132.927.9All new patients** 24.4
Table 9: Reattendance/discharge decisions made at the first attendance
of new patients by consultants holding both DGH and peripheral
outpatient clinics.
*These do not include Xray examinations nor pathology tests which require a


































Now, many of the diseases affecting rhe nervous system are well
suited to being seen initially away from the DGH because routine invest-
igations are of little value in the diagnostic process. Rather, to con-
firm (or reject) the hypothesis formed from the patient's history a
special investigation such as an electroencephalogram (EEG) or brain
scan is often needed in for example, cases where epilepsy is suspected,
plus possibly another specialist's opinion. This means that the patient
has to attend the DGH on a separate occasion. (Note that it was not
possible for the general practitioners to make referrals direct to the
consultant neurologist who travelled to the DGH once weekly.) Another
strategy for confirming some neurological diagnoses such as multiple
sclerosis or various forms of neuritis is to "wait and see". Hence the
greater likelihood of patients with possible symptoms of these condi-
tions being booked for a follow-up attendance •
These diagnostic strategies were reflected in the decisions taken
by the individual consultants at the end of the new patients' first
attendances. Although the last line of Table 9 suggests that there were
almost no differences in the overall reattendance/discharge decisions
made for the two types of clinic sites, when the decisions were sub-
divided the cardiologist and the gastroenterologist were found to have
discharged a far higher proportion of their peripheral clinic patients
compared with those seen in the DGH. In the neurologically-oriented
peripheral clinic the trend was the reverse.
This background information about the diagnostic facilities at the
peripheral clinic sites and the process of case selection helps to explain
why there were statistically significant differences (chi square test
p<:.Ol) in the percentages of new patients who were not investigated at
their first attendance - 59 per cent of the peripheral clinic patients
compared to 36 per cent of those seen in the DGH (Figure 22). Also,
twice as many DGH patients received or were booked for special investi-
gations.
There was, however, another factor which affected the investigation
rates for the clinic sites - that of the status of the doctor seeing the
patient. Nearly 94 per cent of the new patients attending the peripheral
clinics were Seen by the consultants responsible for the clinics, whereas
-1 I11111I rill r'W -=- _ .. ..,. __ .. _ ... ~ .-, r'1l."" ,.,
27.7%
24.6%






















Investigations ordered at first OP attendance
• p<·Ol
Figure 22: Investigations ordered at the first attendances of new general
practitioner referred patients seen in the DGH clinics, and
the peripheral clinics.
- 40 -
in the DGH, the percentage fell to 82 per cent. As the junior doctors
(all SHOs) were much more likely to investigate the new patients than
the consultants (see below), the SHOs' investigation rates had a














Neither path. nor Xray examinations
Either path. or Xray examinations
Both path. & Xray examinations or
-- admitted
Special investigations (could be with
path./Xray examinations)
New patients seen by:



























* M'and (Chi square test p (.01)
So, when considering the question of the appropriateness of peri-
pheral clinic sites for new referred patients these data support the
10
conclusions of Urquhart and Ruthven :
"The feasibility of locating first consultations at the health
centre clinic will ... depend to some degree on the extent to
which the general practitioner is able to anticipate that the
consultations will involve procedures beyond the scope of the
facilities available at the health centre." (lOpage 202) •
(They focussed on health centres as being alternative clinic sites for
general medicine, general surgery, gynaecology, and ear, nose and
throat. The research was done in Scotland where quite a few health
centres have plain film radiology facilities*.)
But this survey has also shown that GPs are discriminating between
the special interests of consultants in the same specialty when making
their referral site choices. Furthermore, the investigatory activities
performed at the first outpatient attendances are in part dependent on
the experience of the doctors seeing the patient. Cullis, Heasell and
Weller31 likewise observed patterns in case selection, and rates of
*In 1976 one-quarter of the 85 Scottish health centres had radiology
units and more than three-quarters were served by daily van collection
services for pathology work. Consultant outpatient clinics were held



































































investigations performed by consultants and junior hospital staff in
their inquiry into paediatric peripheral clinics in the Bath area* .
Investigations and other activities carried out at all attendances
(a) Xray examinations
Concern has been expressed in recent papers by various radiologists
(see Sherwood33 , Goldberg34 and Brindle35 ) about the scarcity of radi-
ology resources especially manpower in the face of a seemingly unending
demand for their services. For instance, Sherwood noted that "The gap
between limited resources and open-ended demand, between what is econ-
omically feasible and medically possible, is very wide in radiology
33departments." ( page 59) •
Each of these writers identified outpatient doctors as a group cap-
34
able of resources restraint. Goldberg was critical of the excessive
numbers of Xray examinations of the lumbar and cervical spine for back-
ache or pain in the neck in patients over 50 years, and of the increasing
tendency to request plain films of the abdomen in any patient whose symp-
toms relate territorially rather than radiologically to the gastro-
intestinal tract. To this list Sherwood33 added outpatient chest Xray
examinations especially those requested at follow-up visits to the cardiac
or hypertensive clinic, and the use of intravenous urograms
radioisotope renograms in patients with high blood pressure.
department coped with the problem of 'excessive' demands on the radiology
manpower by introducing rationing, and non-urgent outpatient work and
GP requests went into a queuing system. Waiting times for non-urgent
OP work became one to two weeks, and up to eight weeks for GP examinations.
Xray examinations were ordered at 15 per cent of all the survey out-
*,~
patient attendances (Figure 23) ,and it is of interest to note that in
another hospital in a nearby Health District 13 per cent of the general
*Haynes and Bentham too, have recently considered the question of siting
peripheral outpatient clinics in community hospitals (in the King's
Lynn Health District). However their data were from attitudinal surveys -
whether or not consultants and GPs would like peripheral clinics to be
set up - rather than a survey of outpatient clinic activities 32 •
M,
More than one Xray examination could be requested at an attendance - two































medicine outpatients were examined radiologically over 10 weeks in
1979/8036 . The rates for these two hospitals were then smaller by
as much as 6 per cent than the rate for the five Scottish units studied
by Urquhart and RuthvenlO*. (Twenty-two per cent of the survey's
1,699 patients were Xrayed at their first attendance compared to 28
per cent of the Scottish general medicine patients.) The request
rates for contrast media studies and skull radiographs were also
slightly smaller in the southern hospitals (5.5 per cent compared to
7 per cent) •
The survey's radiological data did not support the assertions of
34 33Goldberg and Sherwood that plain films of the abdomen, and IVUs
tended to be requested excessively in general medicine outpatient
clinics. (These data could not of course, test the claim that there
are too many lumbar and cervical spine requests.) No more than 18
patients were booked for plain film examinations of the abdomen •
Indeed only 4 of the 83 newly referred patients diagnosed as having a
disease of the digestive system (including neoplasms) or 'symptoms'
related to the gastro-intestinal tract were examined in this way •
The tiny figures for IVUs were partly owing to a policy operated
jointly by the survey radiologists and physicians. They had agreed
that IVUs would not be requested for hypertensive patients over the
age of 40 unless there were indications of renal disease or damage, and/
or a failure so far to control the hypertension. Thus only four of the
46 GP-referred patients diagnosed as suffering from hypertensive heart
disease were booked for IVUs at their first attendance. The overall
outpatient request figure of 16 IVUs (see Figure 23) was further
deflated because the renal medicine clinics conducted by one survey
consultant were excluded from the data collection .
*It may be that part of the explanation for the higher Scottish outpatient
usage rate lies in the GPs referring fewer patients who have had radio-
logical work-ups. For instance, the average monthly usage rate for 71
GPs practising in Perthshire and elsewhere in Scotland was 6 examination
requests per GP whereas in this survey the monthly average was double,
13 examination requests for the 64 GPs in full-time practice in the
catchment area. Apparently for most of the patients in the northern study
availabilitYl transport and travelling time to the radiological units were
not problems J7 • There is further evidence of lower request rates for



















Figure 24: Requests sent to the Haematology, Microbiology and Biochemistry departments
for all outpatient attendances, and attendances excluding certain
haematology/oncology conditions.





























Although chest Xray examinations comprised ~alf the radiology
workload (see Figure 23), in reality these films were requested at
only 9 per cent of all the survey attendances. Furthermore, the
proportion of review attendances at which chest Xray examinations
were booked was 5 per cent .
So once again, the survey data did not confirm Sherwood's statement
that "Follow-up visits, particularly to the cardiac or hypertensive
clinic, tend to be an automatic signal for repeat examinations."
(33 page 60). When the 623 attendances of the review or transferred
patients whose first diagnoses were ischaemic, hypertensive, or other
forms of heart diseases were considered separately, it emerged that
chest Xrays were ordered on 26 occasions •
(b) Pathology tests (Figure 24)
Pathology tests were ordered at 41 per cent of all outpatient
attendances. Included in this figure were two clinics held weekly for
patients with certain haematology conditions or else neoplasms of the
lymphatic system, or stomach* or pancreas who were receiving chemo-
therapy treatments. So when these attenders were excluded from the
data, the proportion of attendances at which pathology work was ordered
was 35 per cent or about one-third •
The outpatient doctors were heavily dependent upon the Biochemistry
department and this was in sharp contrast to the general practitioners'
division of use described in Chapter 2 (especially Figure 9). Figure 24
shows that when the haematology/oncology attendances were set aside (as
the treatment of these conditions is monitored by regular haematology
screening), the request load for the Biochemistry department** exceeded
that of the Haematology department •
* 38See Rake et al. for the results of a multi-centre controlled trial in
which some of these patients participated.
**Urea and electrolytes combined were the most frequently requested bio-
chemistry tests (27 per cent), followed by liver function tests (16 per
cent), thyroid function tests (14 per cent), and random blood sugar tests
(8 per cent). Each of the other 35 or more types of tests ordered com-









0J0 of all OP attendances when
Path. and Xray were ordered
n=2,402 attendances
Peripheral clinic attendances
when Path. and Xray were ordered
n =250 attendances
Figure 25: Pathology and radiology investigations ordered for all outpatient
attendances, and for attendances at the peripheral clinics •




























(c) Peripheral clinics' routine investigations
As the peripheral clinics had limited diagnostic facilities it
was not surprising that routine investigations were not requested for
three-quarters of their case load compared to about half of the total
outpatient load being investigation-free (Figure 25). But the reduc-
tion was in pathology requests rather than radiographs. Indeed, the
radiology figure of 15 per cent of all attenders being Xrayed suggests
that Urquhart and Ruthven'slO estimate that 83 per cent of all general
medicine consultations are suited to health centres which lack plain
film Xray facilities was conservative •
Clearly though, the criteria for determining the appropriateness
of clinic sites must be a combination of Xray~ pathology use. The
majority of pathology tests requested at the DGH attendances were not
for diagnostic purposes but to monitor treatment regimes. Chemotherapy
regimes have already been mentioned and other common conditions in the
survey data which were likely to be subjected to haematology or bio-
chemistry assessments included thyroidism, epilepsy, blood disorders,
alcoholism, hyperlipidaemia, and embolisms and thromboses •
There are 'hidden' benefits to patients and hospital doctors of
having these monitoring tests done in the pathology laboratory at the
same time as the patients attend the DGH outpatient clinic, rather than
using a specimen pick-up service from a peripheral clinic. Where there
is rapid feed-back of results to the Clinic doctors (such as with the
most frequently-requested haematology tests), the treatment regime can
be amended if necessary before-the patient leaves the hospital. The
results from other tests~ that same day will also reach the hospital
doctor within 24 to 48 hours and they can be incorporated in the follow-
up letter to the GP with recommendations about medications, etc •
A daily/48-hour specimen pick-up service from a peripheral clinic
would increase the delays in feeding-back results to both the hospital
doctor and the general practitioner and it could involve the patient in
fruitless journeys to the doctor's surgery because either the results
were negative, or the outpatient letter had not yet arrived. However,
this problem of tardy letters can arise even when the patient attends
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Special investigations ordered for all outpatient
attendances.
Figure 26:
!tees of special investigations
ECGs 290 Exercise ECGs 30
24 hour ECGs 12 Pacemaker checks 25
Cardiac scans 45





























in the outpatient clinic to include a new drug, he or she will have
to call on the family doctor within a week to ten days for a new
prescription because hospital pharmacies dispense limited supplies
of drugs. But at least the revised treatment will have been started•
It seems advisable therefore, that economic evaluations about the
siting of outpatient clinics should take some account of the 'hidden'
benefits to patients managed in DGH Clinics •
(d) Special investigations
Special investigations (including routine ECGs) were performed or
booked at almost one-fifth of all the outpatient attendances. However,
when looking at the breakdown of these investigations in Figure 26 the
following points should be noted. The survey hospital was designated a
sub-regional centre for cardiology during the survey and patients who
had received cardiac surgery or pacemaker implants in London were trans-
ferred to the DGH for follow-up even if they lived outside its catch-
ment area. Gastroscopies were performed by the gastroenterologist and
amongst the workload of 60 gastroscopies in Figure 26 were follow-up
examinations of patients participating in a clinical trial comparing
alternative medications. Finally, the number of radioactive iodine up-
take studies would have been larger if the special endocrinology clinics
had been included in the survey •
(e) Referrals to other outpatient facilities
The finding of Forsyth and Logan 8 that in the early 1960s there was
little referral across to other specialties was repeated in this survey.
In these authors' study 8 per cent of the general medicine patients were
referred to one or more specialty (including radiotherapy) and the compar-
able figure in 1977 was 6 per cent (see below). It must be added though
that the survey consultants talked informally about patients with their
colleagues. The majority of the referrals to hospitals elsewhere were sent
to teaching hospitals in London •
Patients about whom advice




































The number of diagnoses for
which 'clinic activities'*
were undertaken
A,tendances at which the patient







2 or more diagnoses
1 or more diagnoses and a new problem
No 'clinic activities' appeared to
have been undertaken
Not known as letter not sent by the














*See footnote on page 46.
Note: the data were usually collected from the case folders between
5 and 14 days after the outpatient attendances. The diagnostic
classification was at the reD four-digit level.
Table 10: The number of diagnoses for which 'clinic activities' were


































Even less contact was made with the professions supplementary to
medicine and other departments. From the correspondence in 2,117 case
notes it appeared that advice was sought from: the dietitian at 17
attendances; physiotherapists (11 attendances); and the chiropodists,
speech therapists, medical social worker and the employment resettle-
ment officer on fewer than 10 occasions each. (Forsyth and Logan like-
wise recorded that about 1 per cent of general medicine patients were
sent to the almonerS,)
(f) Number of diagnoses for which 'clinic activities' were undertaken
When abstracting the data from the correspondence in the outpatient
case notes, it was evident that at many attendances the activities carried
out were not for the patients' first diagnosis. These activities could be
for a second or third diagnosis or else for a new problem which might be
of a self-limiting nature. For another group of attendances there were no
records of any 'clinic activities' having been undertaken nor were the
patients discharged. So when coding the data for each attendance, an
assessment was made as to whether or not 'clinic activities'* were carried
out, and if so, for which diagnoses. These assessments were only made for
attendances with follow-up letters to the general practitioner or another
doctor, or where it was evident from the case folders that investigations
had been requested •
In about a quarter of the rebooked attendances the 'clinic activities'
were for more than just the first diagnosis (Table 10). Of the new prob-
lems dealt with, one in three were 'symptoms and ill defined conditions'
and the remainder were diseases affecting most systems of the body includ-
ing the genito-urinary system. In contrast, one tenth of the rebooked
*This broad category of 'clinic activities' covered: ordering of pathology
tests, Xrays, or special investigations; seeking advice from another
consultant/hospital or transference; inpatient admission; initiating or
amending a medication; requesting help from a para-medical department or
other agency; and advice given to the patient about changing the manage-
ment of the condition (for example commence taking bran, other dietary
precautions, restrict alcohol intake, smoking). Also included were the
work-ups of new patients although no investigations were ordered nor
medications, advice, etc. were given •
- 47 -
attenders had no 'clinical activities' carriec out nor were the
patients discharged. This non-intervention figure could have been
higher since the reason for not sending follow-up letters after some
attendances (last line Table 10) was that there had not been any
changes made in the management of the patients.
This analysis of 'clinic activities' illustrates how many patients
have complicated management regimes. It has also shown that a propor-
tion of patients are kept on review despite the apparent stability of
their medical conditions. However, these patterns are explainable not
only in terms of the disease conditions but also by the status of the
doctors seeing the patients. These two explanations are developed in












































THE STATUS OF THE DOCTORS SEEING THE OUTPATIENTS
Summary
The previous chapter contained references to the variations in the
diagnostic work-ups ordered for~ patients by consultants, and junior
doctors (see page 40). For example, the eight SHOs who saw new patients
were much more likely to order both pathology and Xray examinations than
the four consultants. In this chapter further distinctions between
these two groups of doctors' decision making have been identified •
With reference to the total workloads borne by the doctors, SHOs
were far more dependent on the pathology services than their senior
colleagues and this trend was even evident within the major disease groups
apart from hypertensive disease. SHOs too, were more likely to perform
anyone of a range of 'clinic activities' for co-existing diseases or new
problems. The consultants in contrast tended to intervene less often in
the management of patients' conditions even when the individual attenders
were rebooked.
The often expressed disquiet about junior doctors being less willing
to take discharge decisions was re-enforced by the survey data. Not
only was the SHOs' discharge rate half that of the conSUltants', but they
also appeared to rebook patients at slightly shorter time intervals. How-
ever, an analysis of the individual junior doctors' decisions to order
pathology investigations and to discharge patients showed wide variations
at this inter-doctor level. And there was no obvious relationship between
these two types of decisions •
Diagnostic investigations
Almost 95 per cent of the junior doctors' case loads were follow-up
patients and for the greater majority of these patients the diagnoses had
already been confirmed. So the investigation rates of nearly all the
attendances seen by the two groups of doctors have been compared in Figure
27. Omitted though were the haematology/oncology clinic attendances which
made special demands on the pathology services. There were 12 SHOs who









SHOs (n =1.074 attendances) and













Figure 27: Investigations ordered for attendances (excluding












Nearly half the attendances seen by bott groups of doctors were
investigation-free, the figures being slightly higher for the consul-
tants (Figure 27). The consultants were more likely to request Xray
examinations and special investigations but of course, nearly one-
third of their cases were newly referred patients*. However with
pathology work, the SHOs were far heavier users of the service. They
ordered tests at more than 40 per cent of their attendances compared
with 28 per cent of the attendances seen by the consultants and this
difference was statistically significant (Chi square test p(.Ol) •
Note also that had the analysis merely been based on review attendances,
there would have been a wider gap between the pathology investigation
rates for the two groups of doctors.
When the attendances were grouped according to diseases f'*, the
..
junior doctors' dependency on pathology testing was even more notice-
able. Table 11 identifies the survey's seven largest groups of
...
similar diseases (aggregates of the rCD three-digit categories), and
of the thyroid gland"; "Neuroses and personality disorders"; and
"Other diseases of the intestine and peritoneum". Furthermore,
of these groups - "Diseases








the doctors according to their status.


















The radiology request figures were 21 per cent for all attendances
seen by consultants, and 13 per cent for the SHOs' attendances. How-
ever when the first attendances for new referred patients were excluded,
the request rates for the two groups of doctors were almost the same -
consultants 12 per cent and SHOs 11 per cent.
,h'c
These groupings were based on the first diagnosis coded for each
attendance •
I
% of ALL attendances at which: 1111
No investigations Pathology tests 1 Number of attend-1
were ordered were ordered 1 ances seen by:11
Consultants SHOs Consultants SHOs: Consultants SHOs11
Diseases of the thyroid 11
gland (ICD 240-246) 55.8 35.2 36.5 62.0: 52 7111
Neuroses, personality 11
disorders (ICD 300-309) 70.6 44.4 20.6 48.1 : 68 2711
Other diseases of the 11
central nervous system 11
(ICD 340-349 ) 57.7 54.8 26.8 38.7: 71 6211
Hypertensive disease 11
(ICD 400-404) 62.1 61.3 25.2 29.2: 103 10611
Ischaemic heart 11
disease (ICD 410-414) 56.9 51.6 13.8 27.3: 123 16111
Diseases of oesophagus, 1I1
stomach and duodenoum 1
(ICD 530-537) 41. 2 43.2 19.6 I 5144.11 11111
Other diseases of the 11
intestine and peritoneum 111(ICD 560-569) 53.8 33.3 19.2 57.11 52 6311111
Table 11: Seven disease groups for which consultants and SHOs either did


















































they had far higher pathology request rates than the consultants
for six out of the seven groups {the exception being hypertensive
disease )i,.
'Clinic activities'
When comparing the frequencies that 'clinic activities'** were
performed by the two groups of doctors in Table l2a (columns 1 and 2),
two patterns emerge. First, there was only a small difference in the
I,
It is interesting to note which individual diseases within each group
probably received the more extensive pathology monitoring. These
attendance figures (see Table 11) apply to the first diagnosis coded.
"Diseases of the thyroid gland": 76 per cent were for hyperthyroidism
(with or without goitre) and 16 per cent for hypothyroidism. Treat-
ment for both conditions could be monitored by thyroid function tests.
"Neuroses and personality disorders": 54 per cent were attributed to
alcoholism and these patients' SObriety was measurable by biochemistry
levels.
"Other diseases of the central nervous system": manifestations of
epilepsy comprised 60 per cent and there are tests to measure the drug
levels in the body according to which treatment the patient is
receiving.
"Hypertensive disease": 82 per cent of the attenders had essential
benign hypertension.
"Ischaemic heart disease": 57 per cent were suffering from chronic
ischaemic heart disease and 17 per cent from acute m ocardial infarction
(i.e. the time-lapse from the acute event was less than 8 weeks. These
latter at tenders could have been subjected to follow-up testing of
cardiac enzymes, lipid profiles and cholesterol levels. (Anti-
coagulation monitoring was organised by the Pathology Laboratory.)
"Diseases of the oesophagus, stomach and duodenum": 50 per cent had
ulcers, and 34 per cent suffered from reflux oesophagitis (with or
without hiatus hernias).
"Other diseases of the intestine, and peritoneum": 51 per cent were
ulcerative colitis sufferers; 18 per cent had Crohn's disease and 15
per cent diverticulitis of the large or small bowel.
M,
See footnote on page 46 for the definition of 'clinic activities' •
'Clinic activities' ALL attendances seen by: };ON-C !SCHAF.GED attendances
performed for: Consultants SHCs Consul.tants SHCs
(n=1, 268) (n=1,052) (n=994 ) (n=929)
\ \ \ \
1st diagnosis only 63 52 63 54
2 or more diagnoses
or problems 19 29 21 31
No 'Clinic activities'
appeared to happen 14 17 10 13
Not known as letters
not yet written* 5 3 6 3
•Refer to Table 10 for the timing of the data collection
Table 12a: 'Clinic activities' performed by consultants and SHOs
ALL attendances with:
no 'clinic activities' or 'Clinic activi~ies' for 2
letter not yet written or more diagnoses/problems
Consultants SIlOs Consultants SHOs
\ \ \ \
Diseases of the thyroid
gland 21 16 21 27
Neuroses, personality
disorders 32 27 6 30
Other diseases of the
central nervous system 20 23 14 14
Hypertensive disease 35 19 24 31
Ischaemic heart disease 35 21 30 41
Diseases of the oesophagus,
stomach and duodenum 6 14 19 24
Diseases of the intestine
and peri toneum 27 24 8 20
Table l2b: All attend~nces in seven disease grOUPS for which '~linic activities'
were performed by consultants and SHOs
NON-DISCHARGED attendances with:
no 'Clinic activities' or 'clinic activities' for 2
letter not yet written or more diagnoses/problems
Consultants SHOs Consultants SHOs
\ \ \ \
Diseases of the thyroid
gland 19 15 21 27
Neuroses, personality
disorders 27 20 6 36
Other diseases of the
central nervous system 16 16 14 14
Hypertensive disease 26 12 28 35
Ischaemic heart disease 33 17 34 46
Diseases of the oesophagus,
stomach and duodenum 8 7 25 24
Diseases of the intestine
and peritoneum 30 22 9 20
Note: See Table 11 for the ICD three-digit classes of the disease groups, and page _6
for the definition of clinic activities.
Table 12c: Non-discharged attendances ir. seven disease groups for which
















































proportions of all the attendances seen by SHOs and consultants at
which no 'clinic activities' appeared to have been undertaken. (The
larger figure of 17 per cent applied to the SHOs.) Indeed, the gap
between the two rates of non-intervention was probably narrower
because in many of the consultants' non-documented attendances there
were no 'clinic activities' to report to the family doctors. Secondly,
the junior doctors were much more likely to carry out clinic activities
affecting attenders' co-existing diagnoses or new problems than the
consultants. Attention was paid to secondary conditions during 29 per
cent of the junior doctors' attendances compared to 19 per cent of
those seen by the consultants and the difference was statistically
significant (Chi square p <.01 ) •
When the data were further analysed according to diagnostic condi-
tions this trend for junior doctors to intervene more frequently into
multiple diagnoses was evident within six of the seVen largest disease
groupings* (see Table 12b). Also the consultants had higher rates of
'no clinic activities'/non-documentation than their junior colleagues
in five of the seven disease groups .
These figures were for all attendances and it could have been that
the consultants discharged a higher proportion of patients with 'stable'
conditions. However the data about attendances at which the patients
were not discharged do not fully support this proposition. Whilst over-
all there were lower rates of 'no clinic activities' for non-discharged
attendances (Tablffi12a,b,c), the consultants' percentages for non-
intervention still exceeded those of the SHOs in six of the seven disease
groups. Likewise the pattern of junior doctors undertaking 'clinic
activities' for two or more diagnoses/problems was just as marked in the
non-discharged attendance data.
One reaSOn why the junior doctors were more likely to intervene in
co-existing diagnoses or new problems is that they usually saw review
i.































patients who had an older average age and therefcre, were more susceptible
to multiple diseases. But there are two other possible explanations
although they cannot be substantiated from these data. First, when famili-
arising themselves with the attenders' case histories, the SHOs might have
attempted to review all of the individuals' medical problems even though
some were being managed by the patients' self-care or their general
practitioners. Secondly, in this familiarisation process some patients
may have felt more at liberty to bring other bothersome problems to the
attention of the junior doctor than would have been the situation if the
consultation had been with the consultant. This tendency for the junior
doctors to be concerned with the 'whole person' should be heartening to
those in the Royal College of General Practitioners who favour the holistic
approach within general practice (see page 21) •
Discharge and rebooking rates
From time to time there have been discussions in the medical journals
about the seemingly excessive periods of time that some patients are kept
on outpatient review. For example, an article by Loudon in The Lancet in
April 197639 triggered a debate which spanned two months. In this same
year the British Medical Journal published a paper by Kirk40 which offered
guidelines on how to reduce outpatient attendances.
Many of the general practitioners who were interviewed in this study
likewise expressed disquiet about the prolonged periods their patients were
spending on review. The following extracts are from interviews selected at
random. The doctors were replying to a question about how they ended their
letters when they felt that they would like to have the patients back to
manage themselves.
"If a chap wants to discharge him, that's fine by me. A
lot of them don't and I can't understand it. Well I can under-
stand it because when they see the follow-ups they're seen by a
houseman whose frightened to discharge them and the consultant
never tells them."
"I think it's partly their fault if they do get clogged with
people because they keep saying "Come back in six week's time"
and I think this is totally unnecessary. I don't think the house-
man, if the consultant saw them every time, then he'd very quickly
begin to weed them out and say "Well back to you" but they don't,
and the young men in the hospital because they're unsure or they
haven't the responsibility, they haven't the experience to really
say "That's all we can do for you I'm afraid, you'd better go back
to your family doctor and be looked after by him, and if we're
ever needed again then I'm sure he will ask." •••• I think it's a
combination of unsureness and inexperience and sheer volume of






















The status of the doctors seeing the patients at






















"Often they go on being seen long after you feel there
is any need for this. But often I think the patient quite
enjoys it, they feel happy with the treatment. The only
trouble is of course, that this is one of the reasons why
the clinics are so long because they are seeing so many old
patients ••• This is more so in certain specialties. I
can understand this with the cancer ones, it is good that they
have a yearly follow-up, they need to know for their statistics,
even if they're perfectly all right ••• "
These quotations were not specifically about the general medicine
clinics. However, the survey data do suggest that the comments about
junior doctors being less willing to take discharge decisions are appli-
cable to the general medicine situation. But first, it is necessary to
establish who saw the patients at each of their attendances.
(a) Status of the doctors seeing the patients
This insert table also shows that for all attendances, the SHOs saw
45 per cent of this survey's load compared to the very small figure of 7
per cent in the Central Middlesex Hospital. The local consultants too,
carried a much bigger share of the load than their London peers.
While the consultants saw 84 per cent of the new referrals at their
first attendance, at these patients' follow-up attendances there was about
a 50 per cent chance that the doctor would be an SHO (Figure 28). This
pattern for first attendances was very different from the situation in the
2Central Middlesex Hospital as reported by Olsen The consultants in that
hospital saw only 54 per cent of the referred general medical attenders


























central 2 This Central 2 This
Middlesex survey Middlesex survey
(n=147) (n=370) (n=898 ) (n=2,402)
Consultant 54% 84.1% 31% 54.7%
Senior registrar 13% 26%
Registrar 24% 24%
SHO 1% 15.9% 7% 45.3%
Clinical assistant 8% 12%
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Figure 29: Disposal decisions made for new general practitioner
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One third of the new patients were discharged at their first
attendance (Figure 29), and this represented 10 per cent more discharges
than in the similar Central Middlesex data. Conversely, the Central
Middlesex doctors made follow-up bookings for 11 per cent more of their
new patients as can be seen in the following insert table.
New patients'






























































With regard to all attendances, the rebooking/discharge ratios for the
two hospitals were reversed. Thus in the Central Middlesex Hospital 20 per
cent of attenders were discharged and 73 per cent rebooked whereas in this
survey the percentages were 17 per cent discharged and 77 per cent rebooked
(see Figure 29). As the proportions of attenders who were admitted or
transferred were the same in the two studies, and the case loads were
similar in their sex and age, source, and diagnostic compositions*, then it
is reasonable to assume that the variations in the grades of the doctors
seeing the patients accounted for these differing disposal patterns.
This was certainly the situation in the local survey for overall the
consultants made twice as many discharge decisions as their SHO colleagues
(Figure 30). To put it another way, the consultants discharged 21 per cent
of their attenders while the SHOs discharged no more than 12 per cent.
Not only did the SHOs make more frequent rebooking decisions than their
senior colleagues, they were very marginally more inclined to ask the pati-
ents to return to outpatients at an earlier date. For instance, it can be
seen in Table 13 that 79 per cent of the SHOs' rebookings were scheduled
for 3 months or less compared to 75 per cent of the rebookings made by the
*Refer to Chapter 1.
Up to 1 month
Up to 2 mor.ths
Up to 3 months
Up to 6 months
Up to 1 year
Cor,:,u11..Clntt. ~.lIOs
(n=567 ) (n=826)
No. '. No. %
accuffiu1utf;d accUlnu1at('d
187 33.0 268 32.4
146 58.7 225 59.6
91 74.7 160 79.0
121 96.0 140 95.9






•These were for attenders whose follow-up time intervals were stated
in the case notes.
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consultants. In Olsen's Central Middlesex Hospital data2 75 per cent
of all the follow-up appointments were scheduled for 3 months or less,
this result being in line with the figure for the survey consultants
and the proposition that higher status doctors tend to rebook at longer
time intervals*.
(c) Episode lengths related to discharge decisions
There was an inverse relationship between the length of time an out-
patient was on review and the likelihood of him or her being discharged.
The columns in Figure 31 show the numbers of patients for each episode
length. (These time periods were recorded for the 1,699 individual pati-
ents at the first survey attendance during the 13 weeks.) For example,
161 or 9 per cent had been outpatients for 4 to 6 months, while 308 (18
per cent) had been in the system for longer than two years •
Superimposed onto these columns are the episode lengths of the pati-
ents who were discharged at some time during the survey. Thus it seems
that about one-third of all first attenders from any source were dis-
charged immediately; likewise three-fifths of persons who had been review
outpatients for up to three months were likely to be discharged within that
time period. But from then on, the longer a patient was on review the
less likely he or she was to be discharged. This applied especially from
ten months onwards when the discharge rates fell to under 10 per cent •
Clearly one of the explanations for this trend lies in the status of
the doctors seeing the patients and their propensity to make discharge
decisions (as suggested by the general practitioners in their interviews) .
But another factor is the policy of the individual consultants to keep
certain diseases on long-term surveillance coupled with the practice of
passing these cases to the junior doctors to review. The policy of long-
term follow-up for chronic conditions is discussed in the final chapter •
Individual doctors' rates of investigations and discharge decisions
So far the analysis of outpatient performances has been applied to
the two categories of doctors - consultants and SHOs. Yet within these
*Note too, that although it is not shown in Table 13, the survey SHOs
rebooked 14 per cent of their at tenders within 3 weeks whereas the
rebookings figure for the consultants for this time period was 12 per
cent •
% of attenders who were
discharged
n =1.042 attenders
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Figure 32: Pathology tests requested, and discharge decisions taken for
attenders seen br ~ndividual senior house officers •






























categories there were differences in the activity rates of the inGividual
doctors. (It would be invidious to elaborate on the variations between
the four consultants: it suffices to say that when seeing new patients
two of the consultants made fewer requests for routine pathology and
radiology investigations and more rapid discharge decisions than their
colleagues, but the reason probably lay in the varying diagnostic content
of their individual workloads.) Twelve of the SHOs saw 20 or more
attenders and their individual rates of pathology requests, and discharge
decisions can be seen in Figure 32. These doctors (with one exception)
were on six-monthly rotating duties between the survey consultants' firms
and other firms in the hospital, and they had had similar hospital
experience. Almost all were from two London teaching hospitals. There
was a change-over of doctors between the firms about five weeks after
the survey commenced •
There was in fact, a wide variation in these junior doctors' request
rates for pathology tests (Figure 32). Four doctors investigated between
20 and 30 per cent of their attenders whereas the rates for three other
doctors were virtually doubled. (The average proportion of the individual
SHOs' attendances receiving pathology workups was 41 per cent.)
The differing diagnostic mix of the workloads of the four firms does
not provide an explanation for the wide variations. SHOs who were seeing
similar case loads within a firm could have very different rates. For
instance, all the attenders seen by Doctors A, I and L were patients of
the consultant with the special interest in gastroenterology, and these
doctors' pathology investigation rates were 25 per cent, 49 per cent and
64 per cent respectively. (Each of these doctors saw 96 or more attenders.)
So it seems that the tendency to order pathology work is internal to each
doctor, and this finding is consistent with the variations found in
general practitioners' pathology request patterns which were discussed
in Chapter 2•
There was overall, more uniformity in the SHOs' rates of decisions to
discharge. Ten of the 12 doctors discharged fewer than 20 per cent of
their patients - see Figure 32. Furthermore, there was not an obvious
inverse relationship between the rates of pathology requests and of dis-
charge decisions. Although the doctors with the two highest pathology
- 57 -
rates (Doctors Land K) tended to discharge less frequently than their
colleagues and Doctor B' S rates were the reverse, for the other doctors
the inter-relationship pattern was confused.
Again it appears that the willingness of an SHO to take discharge
decisions is a personal matter and is separate from his pathology request
behaviour. This finding is in accordance with the referral rate data
presented in Chapters 2 and 3. In those chapters it seemed that no con-
sistent relationship existed between the use that general practitioners
made of the pathology services and their referral rates, and between
these referral rates and their propensity to develop 'full' diagnostic
hypotheses.
There appears to have been little published in Britain about the
differing levels of clinical performance between consultants and junior
doctors, and more specifically, between doctors of the same status*.
Certainly no comparative outpatient data have been found about the
general use of diagnostic investigations, and disposal decision making
at an inter-doctor level. Hampton and his colleagues did comment in
h . ab d' . k 26 h h . d ..t ekr paper out kagnostkc wor ups t at t ere were Wk e varkatkons
in the dependency of the participating doctors on investigatory facili-
ties, but they did not mention the grades of these doctors.
There has, of course, been some problem-specific research which has
compared the diagnostic decision making of groups of doctors with or with-
out the assistance of computers. The experiments in diagnosing acute
abdominal pain by de Dombal and his colleagues in Leeds42 ,43,44, and by
others including McAdam in Airedale, Yorkshire45 and Gunn in Bangour,
Scotland46 , have repeatedly shown that the predictive diagnostic skills
of groups of doctors (consultants, senior registrars, registrars, SHOs
and house officers) are closely related to their levels of training.
And these skills can be improved with the intervention of the computer.
This research has a relevance to the results presented in this chapter
and the issue is discussed further in the final chapter.
* . .Note though that Babson observed kn a pklot study to 'cost' two diseases
in three hospitals, that the consistently high costs for tests in one
hospital reflected the standard policy of one of the junior medical




















































SOME EFFECTS OF THE OUTPATIENT CLINIC STAF?ING RATIOS,
AND THE CONTENTS OF THE REFERRAL LETTERS
Summary
Although data were not collected to specifically measure 'outcome'
in such terms as the success or otherwise of the outpatient treatments,
or the views expressed by the patients, nonetheless it is possible from
this study to make some assessments of the effects of first, the staffing
ratios in the outpatient clinics on patient flows; and secondly, the
relationship between the contents of the referral letters from the general
practitioners and the diagnostic and disposal decisions reached in the
outpatient clinics •
The size of the outpatient workload was a function of both the con-
sultants' policies for regulating the numbers of new patients booked in
each session and the outflow rates of discharges, transfers and defaulting
patients. The greater majority of the new patients were seen within eight
weeks of the referral letters being written (half within four weeks) •
Furthermore, patients considered to be urgent by the GPs were seen quickly -
family doctors were welcome to contact the consultants directly •
The outflow figures suggested that there was in fact a net gain of
patients into the system during the l3-week survey period and this situation
differed from that observed over three weeks in the Central Middlesex
Hospita12 where the clinic load was in equilibrium. The higher status
staffing ratio in this London hospital coupled with a larger patient default-
ing rate seemed to be the explanation for this variation in throughput .
The way in which the problem in the referral letter is presented appears
to influence what happens at the first outpatient attendance. For instance,
patients whose letters contained references to psychological traits were
investigated less often and discharged more rapidly than patients with
emotion-free letters, and yet there was little difference in the diagnostic
decisions reached for the twc groups of patients. The reason may be cognitive,
that of 'representativeness' bias. Again, letters containing just descrip-
tions of symptoms were less likely to receive special investigations etc.
and the explanation seemed tc, lie in the conSUltants' practice of answering
diagnostic questions posed ir referral letters no matter how tentative .
Pel'iod
up to:
Time between the date on the referral letter





'"IIINo. of letters % accumulated
1 week 19 5.4
2 weeks 18 10.6
4 weeks 79 43.7
6 weeks 85 57.4
8 weeks 75 78.9
12 or more weeks 74 100.0
Total known time periods 350
Table 14: Time periods between. the date on the referral letter






































Finally, there was a significant relationship between the levels of
the diagnostic hypothesis development in the referral letters and the
diagnostic conclusions reached in the outpatient clinics. Diagnoses in
letters with 'full' hypotheses were much more often confirmed than the
'weak' hypothesis group of diagnoses, and conversely, the patients with
symptom-only letters or 'weak' diagnostic hypotheses were more frequently
not found a diagnostic cause for their problems. When the analysis was
extended to the letters from health centre, and non-health centre doctors,
the trend held. Significantly fewer of the letters from the doctors in
conventional premises contained 'full' diagnostic hypotheses, and sub-
stantially more of their patients did not have a diagnostic cause
established •
Outpatient clinic patient flows
(a) Inflow of patients
Perhaps contrary to expectations, it was the pOlicies of the consultants
rather than the size of the load of review patients which determined the in-
flow of new patients. Many of the consultants in the survey hospital limited
the number of new patients (GP referrals and consultant transfers) booked
into each outpatient session. The general medicine physicians booked four
to six new patients per session. This rationing policy arose during the
period of industrial unrest among hospital medical staff in the mid-197Gs,
and the reason for maintaining the practice was the desire to have sufficient
time to give new patients a thorough work-up •
A circular sent to the local general practitioners a month after the
beginning of the survey gave the waiting times for routine medicine out-
patient appointments at the DGH as one to eight weeks (four to eight weeks
at the peripheral clinic sites). And Table 14 shows that about 5 per cent
of the GP-referred patients were seen within a week of the referral letters
being written, 44 per cent within four weeks, and 79 per cent by eight
weeks •
Another practice adoptee by these consultants during the industrial
troubles was the reading of jncoming personally addressed referral and
transfer letters so that they could assess the urgency of each case. The
















































Figure 33: The flow of patients into, and out of the


































urgent, semi-urgent, and routine cases, and special investigation caSes.
Once the letters were vetted their secretaries made the appointment book-
ings accordingly. So, out of 261 letters with the classifications marked
on them, 15 per cent were considered to be urgent (within one week to ten
days), 21 per cent as semi-urgent, 52 per cent as routine, and the remain-
ing 13 per cent were booked to have special investigations done prior to
being seen in outpatients. This percentage distribution was consistent with
the time periods in Table 14 since there was usually a delay of a few days
between the writing of the referral letters and the consultants reading them •
The general practitioners were welcome to make direct contact with the
consultants by telephone or in person if they had a patient whom they wished
to be seen urgently. Also in the referral letters the GPs could indicate
their own assessments of the urgency or otherwise of the problems. Eight
per cent were marked Urgent, and phone calls accompanied another 4 per cent
of letters. These combined figures too, were consistent with the first two
lines of Table 14. The remainder of the letters were either marked Non-
urgent (5 per cent) or, as mostly happened, were unclassified (83 per cent).
Once a patient was notified about the appointment booking he or she could
have the date changed if it was not convenient* and these revised bookings
may have been the reason for some of the longer time periods to the first
appointments shown in Table 14 •
(b) Outflow of patients**
The data indicate that there was a net gain of patients into the general
medicine outpatient system over the 13-week period. The gross gain figure
(made up of new entries and offset by discharges and transfers) was 211 (see
Figure 33). One hundred and sixty-six patients missed at least one appoint-
ment during the survey and of these, 79 were not recorded as having subse-
quently attended although they could have returned to the clinic after the
*It was not uncommon to find on the clinic sheets four or five revised book-
ings per session and they applied to both review and new patients. Usually
the reason was that the patients had found the date to be inconvenient .
These cancelled appointments were not included in the statistics for failed
appointments (DNAs).
**It was not possible to adopt the conventional method of estimating "turnover"
from the total numbers of outpatients in the system at the start and finish
of the 13-week survey period. No routine records are kept of the number of
outpatients under review in general medicine and so it would be necessary to
conduct a survey for two 12-month periods (12 months being the longest inter-
val between rebookings) to calculate the changes in the total load of patients.
Thus the following figures represent only the marginal changes to this patient



























survey was over. So when these defaulting patients were added to the
outflow figures, the net gain was 132 patients or 10 patients per week
across three and a half general medicine firms* •
The trend for the Central Middlesex Hospita12 was the reverse (just),
although Olsen based his calculation on only three weeks of clinics held
by either four or five consultants. These firms experienced a slight net
loss of four patients over three weeks**. (It will be recalled from page 1
that the overall DNA rate in Olsen's survey was 21 per cent compared to
7 per cent in this survey.) Thus it appears that a clinic caseload is more
likely to be kept in equilibrium by a combination of a higher status staff-
ing ratio and an outpatient population which has a tendency to default,
than a mixture of 'reliable' patients and a less experienced staffing
structure as found in the survey DGH .
During the fieldwork, the survey consultants commented about the bene-
ficial effects that competent senior house officers had on the outpatient
Clinic throughputs. The number of patients seen at the general medicine
sessions held in the hospital averaged 22 of whom four to six were new
patients. Thus there was very little time during the sessions for the
consultants to closely supervise the discharge decision-making of their
assistants (either one or two doctors) although they might give some guid-
ance when sorting out the case folders of the patients allocated to the
5HOs. And, as was shown in the previous chapter, these junior doctors could
have very different discharge patterns. For example, one doctor who saw 142
attenders discharged only six (4 per cent), while another who worked for
the same firm for part of the survey period discharged 28 of his 110 attend-
ers (26 per cent). The average time taken by the assistants to see each
patient was also likely to vary between doctors, while some tended to rebook
follow-up appointments at shorter time intervals than their colleagues. It
is acknOWledged of course, that although a junior doctor has a rapid 'through-
put' of patients, he might not be providing good clinical care •
*Note: there can be short-term fluctuations in the inflow of discharged
inpatients booked for outpatient follow-up according to seasonal and other
factors affecting inpatient admission patterns.
**Over three weeks of the Central Middlesex survey 122 patients were booked
for their first visits either as new referrals or inpatient follow-ups, while
86 patients were discharged and 41 patients did not reattend at any time in
the following five months2 •
























No diagnosis stated (n=128 ) 28.1
One or two diagnoses stated
tentatively or negatively
(n'108 ) 36.1 22.2 12.0 17.6
One or two diagnoses stated
confidently (n=122) 73.0 14.8 3.3 5.7
All letters containing a






























(n=63 ) 28.6 3.2
Full description of symptoms,
etc. (n'54) 25.9 7.4
'Weakly' developed
hypothesis (n=54) 22.2 ft 25.9 20.4lcft 24.1 5.6
'Fully' developed
51.3ft 3.2'**hypothesis (n=62) 12.9 6.5 11l.S
Diagnosis of a chronic
condition (n=37) 67.6 21.6 2.7 8.1
Diagnosis suggested by
other reports (n=58) 70.7 17.2 10.3 1.7
t See Table 6 for a full description of these groups.









































The prediction that there was a net gain of patients into the general
medicine outpatient system has since been proved reliable. Eighteen months
after the completion of the fieldwork the survey consultants Were concerned
that their afternoon general medicine clinics were lasting for up to four
hours and the final hour was coinciding with the closure of the pathology
and radiology departments for all but emergency work. Yet during the
fieldwork period the maximum length of these clinics was three hours .
Relationships between the contents of the referral letters and decisions
reached in the outpatient clinics
(a) Outpatient diagnostic decisions
The results from this study and other inquiries suggest that for just
over one-third of patients seen in hospital the hospital diagnosis will be
the same as the diagnosis indicated by the general practitioner. For
47
example, Blacklock and Gunn found that for 407 emergency admissions with
acute abdominal pain to the Bangour General Hospital the GPs' diagnoses
were correct for 39 per cent. In the Barnsley inquiry25, 33 per cent of
the new patients seen in Sandler's general medicine clinic had their family
doctors' diagnosis confirmed, while the proportion in this study was 37
per cent. In all three studies however, there was no mention of a diagnosis
in many of the referral letters or admission notes; for example, in this
study one-third of the letters described only symptoms (see page 24) •
When the letters without a diagnosis were excluded from the data, then
56 per cent of the diagnostic suggestions made by the family doctors were
confirmed in the outpatient clinic, but the accuracy was related to the level
of confidence in their predictions. Table 15a shows for instance that 73 per
cent of the diagnoses stated confidently in the letter were confirmed whereas
of the tentative or negative proposals no more than 36 per cent were confirmed.
(Sandler also found that for the referrals with a definite diagnosis, 76 per
cent of the diagnoses were confirmed in the outpatient clinic25 .) Of course,
some of the diagnoses which were confidently stated by the general practit-
ioners had been confirmed in the past (that is, they were chronic conditions)
or else they were the suggestions of other specialists etc. So in Table 15b
the diagnostic decisions made in the clinics are related to the levels of
hypothesis development in the letters* .
*Refer to pages 25 to 28 for the method of assessing the levels of diagnostic
hypothesis development, and Table 6 for a description of each category •
•
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'"See Table 6 for a full description of these groups.
Merely gives symptoms
(n=63) 22.2 20.6 6.3
Full description of
symptoms, etc. (n=54) 25.9 20.4 9.3
'Weakly' developed
hypothesis (n=54 ) 24.1 42.6 3.7
'Fully' developed
hypothesis (n=62) 24.2 45.2 3.2
Diagnosis of a chronic
condition (n=37) 45.9 27.0 5.4
Diagnosis suggested by
other reports (n=58) 34.5 34.5 3.4
Table 16: Diagnostic hypothesis development in the referral letters,





















































Where a GP did not have a prior confirmation of a diagnosis and so
was hypothesising from the available evidence, a diagnosis based on a 'full'
hypothesis in the letter was much more likely to be confirmed in the clinic
than a 'weakly' hypothesised diagnosis. The respective figures· were 61 per
cent and 22 per cent and they were statistically significant (p<.Ol,
Table lSb). Conversely, there was a far greater chance that the outpatient
diagnosis would be different from a 'weakly' argued diagnosis than from a
'fully' developed hypothesis (p <.05).
No diagnostic causes* for the patients' symptoms were found in at least
17 per cent of the new referrals. But again the frequency that this diag-
nostic decision was reached varied according to the nature of the referral
letters. For example, of the patients whose letters lacked a diagnosis,
28 per cent did not have a diagnostic cause identified (Table lSa line 1),
and it made little difference if the GPs had merely outlined the symptoms
or described them in detail (Table lSb lines 1 and 2) .
In contrast, there was less than a 10 per cent chance that a patient
accompanied by a letter with a 'full' diagnostic hypothesis would not·have
a diagnostic cause confirmed in the clinic. This was a much smaller chance
than that of 24 per cent for patients with 'weakly' hypothesised letters
(lines 3 and 4 Table lSb) •
(b) Disposal decisions taken at the first outpatient attendances
Although it was to be expected that new patients with symptom-only
referral letters would be discharged more often at the first outpatient
attendance than patients with a referral diagnosis, the frequency that this
disposal happened was, perhaps, surprising. Table 16 indicates that 51 per
cent of the letters which merely outlined the symptoms and 44 per cent of
the full descriptions of symptoms were discharged immediately, whereas the
discharge rates for the four groups of letters containing diagnoses ranged
between 20 and 30 per cent •
*That is to say, an ICD diagnosis within the range of 001 to 779 could be





















stre.ss. etc. (0=68) 30.9 13.3 5.9 17.6 32.4
No rcfprences to the
patient's emotions (0=281) 36.2 13.2 5.0 16.7 28.5





stress. etc. (0=68 )
No references to the
patient's emotions (0=281)
Investigations ordered at first outpatient attendance:
none Path and/or special Path/Xray &
ordered Xray investigation special
only investigation
or admitted
\ \ \ \
33.8 it 26.5 16.2 23.5




.Chi square test p< .01
Table 17b: References in the referral letters to the psychological state of the
an 1nvest1gations ordered at tte first outpatient attendances
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No references to the
patient's emotions (n;;281) 30.6 32.7 5.3 31.3
Table 17c: Reference3 in the referral letters to the psychological state of the patients. and

































One reason for the lower discharge rates for the letters containing
diagnoses including those tentatively stated, was that the consultants
tried to answer the questions posed by the referring doctors*. So they
possibly carried out more routine tests and special investigations to
prove or disprove a GP's diagnosis than would have been done otherwise if
the letter just contained symptoms. Column 2 in Table 16 supports this
proposition - more than 40 per cent of the patients with 'fully' or 'weakly'
hypothesised diagnoses received special investigations or advice from other
consultants compared to 20 per cent of the patients with sympton-only letters •
(c) The psychological state of the patients and certain outpatient
decisions
There was in the data another example of the way the contents of the
referral letters can affect what happens in the outpatient clinic. In 22
per cent of the referral letters the general practitioners made some refer-
ence to the psychological state of the patient. The suggestions could have
been that the patient was under stress either at home or at work, had hypo-
chondriacal tendencies, exhibited symptoms of depression, had a psychiatric
history, or was generally an anxious person (see Table 3). So presented
in Tables 17a and 17b and 17c are certain decisions taken in the outpatient
clinics according to whether the referral letters did, or did not contain
references to the emotional state of the patients. Excluded though from
these tables were any remarks about the patient being senile or a poor
historian. Also a few patients who were known to have alcohol or drug
related problems were omitted.
There was virtually no difference in the proportions of patients in the
two groups for whom no diagnostic caUSe was found (about 17 per cent for both
groups). Furthermore, as can be seen in Table 17a, the other diagnostic
decisions in the clinics were almost the same for both groups bearing in mind
that 5 per cent more of the 'emotional state' letters contained just symptoms .
However, the proportion of patients said to display anxiety, stress,
etc. who were not investigated at their first outpatient attendance was
*Virtually all of the questions asked in the referral letters were answered
when the follow-up letters were sent, either directly (for example a GP's
request for an investigation was fUlfilled, or advice was given about drugs
or how to recognise certain diagnoses), or indirectly such as confirming a
diagnosis by a method which differed from that suggested by the GP •
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double the proportion for the group with no anxiety-type commen'~s (a rate
which was statistically significant, see Table 17b), while this latter
group received many more special investigations. These lower investigation
rates could not be explained by the 'emotional state' patients having been
investigated prior to referral as the GPs reported rather fewer investiga-
tions in the letters of these patients compared to the 'no emotional refer-
ences' group. (The proportions of these groups' letters containing investi-
gations were 50 and 58 per cent respectively.) So all in all, more than
one-third of the 'emotional state' group were not investigated either by
the GP or by the consultant (at the first attendance) compared to one-fifth
of the patients with no references to psychological traits in their letters.
It also happened that patients showing anxiety, stress, etc. were more
likely to be discharged at their first attendance (Table 17c)*. Thus
overall, while the two groups were similar according to the diagnostic
decision criteria, patients whose referral letters mentioned psychological
traits received fewer investigations and were discharged earlier than the
patients without such references.
The reason for these outpatient findings may lie in the greater severity
of the conditions experienced by the patients who were not ascribed these
traits. Alternatively, some commentators might argue the reason as being
emotionally-based. The hospital doctors (perhaps at a sub-conscious level)
were trying to distance themselves from patients whom they feared might
make excessive demands on their time and emotional resources. And these
doctors' role is that of a specialist rather than a practitioner of 'whole
person' medicine.
But there is a more likely cognitive explanation, that of 'representa-
48tiveness bias'. Tversky and Kahneman have shown that people tend to ignore
base-rate frequencies relative to case-specific information. In one experi-
ment an individual, Mr X, was described as being "meticulous, introverted,
meek and solemn", and participants were asked to assess the probability that
he was one of the following; a farmer, a salesman, a pilot, a librarian and
*It should be noted that often when patients were discharged they were

















































a doctor. Most ascribed the highest probability to 'librarian' - he seemed
most representative of the stereotype of that occupation. What they ignored
was the relative numbers of these five occupations in the population - there
are many more farmers than librarians absolutely and as a result, more
farmers are "meticulous, introverted, meek and solemn". The base-rate fre-
quencies (or prior odds in Bayesian terms) were being ignored •
A clinical example of this biasing factor was provided by Sturdevant
and Stern49 who observed the accuracy of physicians' predictions of chole-
cystography results. " ••• people with gallstones often have abdominal pain,
but most people with abdominal pain do not have gallstones. Using abdominal
pain to select patients for cholecystography will result, by the representa-
tiveness hypothesis, in overestimation of the probability of gallstones."
(page 492 49 ). (There is more about the results from this inquiry and the
results of the cholecystograms requested by the survey GPs in Appendix 3.)
This same 'representativeness' biasing may well be operating in the out-
patient clinic. The consultant reading the referral letter prior to calling
in the patient learns that he or she is of an anxious, stressful, depressed
disposition. The letter may also give a comprehensive account of the patient's
medical problems - letters with a 'fully' hypothesised diagnosis do tend to
contain more references to psychological factors than any of the other cate-
gories of hypothesis development*. Since there exists a stereotype of the
clinging patient who is difficult to reassure that there is nothing amiss
(the cancer or heart phobias, etc.), the consultant may well ignore the base-
rate frequency of anxious people with genuine disease in the population
(whether his knowledge of this base-rate is accurate or not). General practi-
tioners are also likely to be prone to 'representativeness' bias. However,
it has to be said that the survey consultants were cautious about dismissing
problems of patients referred by a very small number of GPs who did not write
conventional referral letters •
Yet, did it matter that patients who were anxious or under stress,
depressed, etc. in their GP's estimation tended to be investigated less and
;,
The diagnostic hypothesis development categories (see Table 6) with the most
frequent references to psychological factors were: 'fully developed hypo-
thesis' 29 per cent of letters; 'merely gives symptoms' 27 per cent; and
'diagnosis of a chronic condition' 24 per cent of letters. The 'weakly
developed hypothesis' group contained the fewest references - 17 per cent
of letters •
Investigations ordered at first outpatient attendance:
Referrals from:
special Path/Xray &
none Path and/or investigation special
oI'dered Xray
only investigation
or admitted, , , ,
Health centre
doctors (n'141) 21+.1 23.4 14.9 37.6
Non-health centre
doctors (n=132) la.2 22.7 26.5 32.7
Table laa: Referrals from health centre and non-health centre doctors, and investigations
























doctors (0=141) 40.4'" 9.9 5.0 13.5 31.2
Non-health centre
doctors (0=132) 22.7* 16.7 '.5 21.2 34.. 8
.Chi square test p( .01
Table lab: Referrals from health centre and non-health centre doctors, and the outpatient
diagnostic decisions
Referrals from: Disposal decision at first outpatient attendance:
revieW' return for special
only investigation/ admitted discharged, ad~ice , ,
Heal th centre
doctors (n'141 ) 36.2 27.7 3.5 32.6
Non-health centre
doctol''S (n=132) 25.0 31.8 4.5 38.6
Table lac: Rcff~!'rdls frc~ ;-'r:>.J.lth centr-p lmd non-health centre doctors, and disposal
































discharged more rapidlY than the emotion-free group, especially as there
was almost no difference in the diagnostic decisions reached in the
clinic? To find out it would have been necessary first, to question the
two groups of patients about their views of what happened in the outpatient
clinics and secondly, to follow-up the patients at some later date to see
if there had been any changes in their health status which might have been
attributable to either the clinics' or the family doctors' management.
(d) Referrals from health centre and non-health centre doctors,
and certain outpatient decisions
In Chapter 3 (pages 30/31) it was found that doctors who were working
in premises which performed the functions of health centres sent letters
containing more technical information (investigations, ECG readings) and
'fully' hypothesised diagnoses than their colleagues practising in conven-
tional premises within the same geographical area. So the referrals from
these groups of doctors were analysed to see if there were any variations
in certain decisions taken in the outpatient clinics.
Almost one-quarter of the health centre referrals were not investigated
at their first outpatient attendance, 6 per cent more than the non-health
centre referrals (Table 18a). This higher rate of non-investigated attend-
ances were predictable because of the greater tendency of the doctors
practising in health centres to do investigations prior to referral (see
Table 7) •
With regard to the outpatient diagnostic decisions, these were in
accord with diagnoses mentioned in 40 per cent of the health centre letters,
this figure being almost double the rate of concordance with the non-health
centre letters and the difference was statistically significant (p<.Ol,
Table 18b)*. On the other hand, there were 7 per cent more cases from the
non-health centre doctors for whom no diagnostic cause was found and, not
unexpectedly, a larger proportion of these doctors' patients were discharged
at their first attendance (Table 18c).
*Table 7 did show that health centre doctors included diagnoses in their
letters more often than non-health centre doctors. Yet when the letters
without diagnoses were excleded, there was still a significant difference
in the proportions of diagnoses confirmed - 64 per cent of the health centre
letters and 41 per cent of the non-health centre letters (chi square test
p(.Ol). Also the inverse rate of non-health centre patients being more
likely to not have a diagnostic cause established was still evident, the
figure being 19 per cent for the non-health centre referrals compared to




So to summarise, the findings in this sub-section and Chapter 3 show
that doctors who were practising in conventional premises in the four towns
referred on average slightly fewer patients to the general medicine consul-
tants than their peers in health centre-type premises. (It is possible
though, that these non-health centre doctors were making more surgical
referrals for clinical prcblems which can be treated either medically or
surgically, for example certain gastrcenterological conditions.) Also the
doctors in conventional premises were older by an average age of five years,
and one extra point, their average list sizes were smaller by 200-300
patients*.
Rather more of the non-health centre patients did not have a diagnostic
cause of their problems established by the hospital doctors, and they tended
to be discharged sooner. There were though some differences in the formats
of the referral letters frcm these two groups of doctors (see Table 7 and
the footnote below**) and this factor may have influenced the diagnostic and
disposal decisions made in the outpatient clinics. But as mentioned above,
the proposition that the content of the referral letter can have a 'repre-
sentativeness' biasing effect on the outpatient consultations needs to be
tested by a longitudinal survey of the health status of former outpatients.
To establish whether the non-health centre doctors really are coping by
themselves with medical conditions that their health centre colleagues tend
to refer, it will be necessary to collect information about the use that the
health centre and non-health centre doctors make of both the outpatient and
inpatient hospital services as well as surveying a population from each type











Finally, to what extent are the findings of this study into the referral
process and general medical outpatient system generalisable? The fieldwork ::l
covered only one district general hospital, its peripheral outpatient clinics •
~
* IIIThis is an estimate based on the figures provided by the local Area Health
Authority and the information given by the general practitioners in the
survey interviews. j
** -Health centre doctors were marginally more likely to make psychological
references than the non-health centre group, the percentages of letters

























and the general practitioners in its catchment area for a period of
13 weeks. In this statistical analysis comparisons have been made where-
ever possible with other relevant studies carried out in England and
Scotland. Although they are few in number and there are not many Over-
laps between the information presented in each report, there has been
nonetheless, a consistency between the results (see for example, refer-
ences on pages 4-6; 8; 35; 40-45; 62). Where contrasts emerged in the
comparative findings the explanations were attributable to either the
differing manpower structures of the outpatient departments (pages 53-55;
61) or in the changes in medical practice over time (pages 5; 19-21).
It seems not totally unreasonable therefore to assume that the results
from this study are both reliable and generalisable to similar hospital





The national trend in general medical outpatient workloads has
been one of a fall in the nuribers of~ patients offset by increases
in old (review) patients. In England and Wales over the 19-year period
1958 to 1977 the average decrease in new patients was about 1 per cent
per annum whereas the old patient increase averaged over 2 per cent per
annum50 ,51,1. So by the end of this period the ratio of new to old
patients had widened from 1:3.4 in 1958 to the 1977 figure of 1:5.9.
During these years pronounced changes also occurred in the manpower
structure of the general medicine specialty. The ratio in England of
whole time equivalent consultants to senior house officers shifted from
1 consultant to 0.57 SHOs in 1963 to 1 consultant to 1.03 SHOs by 1977.
However, the ratio of consultants to senior registrars/registrars fell
from 1:1.09 to 1:0.83 by the end of the period.
So, the rising trend in old outpatients coincided with a steeply
rising trend in the numbers of SHOs entering the specialty. Furthermore,
the survey findings suggest that there is probably a direct relationship
between staffing structures and outpatient clinic loads. The implications
that this has on manpower pOlicies are however, expanded in a later section.
First, consideration is given to two other groups of issues relevant to
these workload and manpower trends which have been raised by the survey
results. These groups of issues are loosely identified as: changing
patterns in general medicine; and innovations to improve diagnostic and
management skills.
Changing patterns in general medicine
There have been rapid advances in certain branches of medicine during
52the last thirty or so years. To quote Professor Colin Dollery
"... when the scientific revolution hit medicine, its
impact was overwhelming. Diagnostic methods, thera-
peutic procedures, and drugs changed beyond recognition,
then changed again and again, sometimes within a decade.
The medicine of 1978 would be almost unrecogniZable to








































Writing in the same vein Sir Douglas Black53 identified three broad
categories of medical advances. The first category was advances that
can be applied at modest cost to prevent or actually cure disabling or
fatal diseases. His diseases examples included lobar pneumonia, subacute
bacterial endocarditis, tuberculosis, diphtheria and smallpox. Another
category covered advances which allow reasonable levels of health to be
maintained but at the cost of considerable resources (human and/or
material), and here Black was thinking of organ transplantation and
coronary artery surgery, etc •
It is Black's third category of advances which is of particular rele-
vance to this discussion - the advances that allow health and efficiency
to be maintained at a modest cost although the condition is not 'cured'
and it would reappear as a cause of ill-health were treatment to be dis-
continued. In this group he listed the management of pernicious anaemia;
early-onset diabetes; other endocrine diseases of Addison's disease,
myxoedema, and hypogonadism; the coagulation diseases of the blood both
haemophilia and heightened coagulation; and hypertension. Indeed, the
accelerated fall-off in the American mortality rates from stroke ov~r the
past decade are thought to be partly the result of the effective hyper-
54tension therapy which has been available for the past 20 years To this
list of 'effective palliative advances' can be added the treatments for
h h . d . 55 d 52 h d· ak d <typert yro1 1sm an gout , t e proce ure to 1mplant pacem ers, an •
may soon be possible to include the control of peptic ulceration using
Cimetidine as forecasted by DOllery52, and certain malignancies of the
blood and lymphatic systems via chemotherapy treatments 56 • The brevity
of the histories of these advances is really emphasised when it is real-
ised that most of the major developments occurred during the careers of
some of the survey general practitioners*.
Knowledge about the technicalities of these advances (that is, a
working understanding of the special drugs and the methods of monitoring
their effects on patients) spread from the hospitals to general practice
at varying speeds according to the complexity of each medical advance
*One-quarter of the general practitioners in the catchment area of the
survey hospital qualified more than 30 years prior to the survey (before
1948) and altogether over half qualified at least 20 tears previously.
These figures are in line with the national situation •
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and the willingness of the individual general practitioner to adapt his
or her patterns of practice. The wide variations in the use the survey
GPs made of the biochemistry services (described in Chapter 2) are
indicative of the differing propensities of family doctors to take-up
innovations. So to safeguard the medical state of patients with these
diseases many physicians have maintained policies of keeping the patients
on long-term surveillance even though the conditions may have been stabi-
lised. These policies too, have contributed to the rising numbers of old
outpatients.
There was evidence of these policies in the survey outpatient data.
Table 12c showed the seven largest disease groups for which the consultants
and the SHOs had not performed any 'clinic activities' because the patients'
conditions were stable, nor were they discharged. Within these groups
hypertension, thyrotoxicosis, and manifestations of epilepsy were the
commonest of the individual diagnoses for which 'palliative treatments'
now exist.
• However, both the survey consultants and many of the interviewed
general practitioners believed that the long-term outpatient follow-up of
such diseases (especially for hypertension and myxodema) was unnecessary.
But for the hospital doctors the obstacle to discharging the patients was
their lack of confidence that adequate supervision would be provided by
some family doctors. This point was appreciated by the interviewed GPs.
Whilst there have been a few experiments with computer-assisted follow-
up schemes and consultant/GP clinics particularly in the management of hypo-
. . 57 d d' ab 58 hI" f t bl' h' "thyro~d~sm an ~ etes , t e og~st~cs 0 es a ~s ~ng a mon~tor~ng
programme in a DGH for thyroid disease or hypertension is daunting. Apart
from the facilities and time needed to set up such a scheme, there is the
problem of co-ordinating mUltiple consultants and their firms assuming
that consensus can first be reached about the monitoring and treatment
programmes 59 ,60 (These two diseases appeared in the case loads of the four
survey consultants and other thyroid patients were under long-term surveill-
ance by the endocrinology clinic.) Without the full co-operation of the
relevant consultants a scheme like this would be of diminished value as a
learning aid for the general practitioner since only some rather than all
of his thyroid or hypertensive outpatients would be jointly managed. And
the long-term object of such a scheme should be to give the GP confidence













The recent advances in cardio-thoracic technology was one reason
why a proportion of the surveyed outpatients suffering from angina,
chronic ischaemic heart disease, and valvular diseases were kept on
surveillance. Some of these patients had already experienced cardiac
surgery or had pacemaker implants*, while others were being observed in
case their cardiac condition deteriorated (or improved) under drug treat-
ment to the point where surgery was warranted. "There is no longer any
disputethat surgical revascularisation is more effective than drugs in
relieving angina." (Editorial in the British Medical Journal, 1979)61 •
This is clearly a group of patients for whom hospital surveillance is
desirable because, in resource terms, the sophisticated equipment and












(Note, the debate about whether coronary by-pass
nosis in the longer term has been set aside from
surgery improves prog-
h ' d' ,61)t lS lSCUSSlon •
The biochemical/pharmacological discoveries have caused certain
diseases which were traditionally cared for by surgeons to be transferred
to the medical specialties or else be jointly managed. This trend has been
reflected in the statistics: while the ratio of new to old general surgical
outpatients in England remained almost constant in the decade 1967 to 1977
at about 1:2.5, the general medicine ratio rose from 1:4.4 to 1:5.9 over













"While I anticipate further improvement in surgical
methods I do not expect any radically new depart-
ures unless these are combined with use of new
drugs or devices. The majority of diseases that
cannot now be cured by surgical means, and this
unfortunately means most malignancies, are likely











Gastroenterological diseases were the main example of this trend in
the survey data. Until the 1970s patients suffering from suspected gastric
or duodenal ulceration or from inflammation of the bowels were normally
referred by the general practitioners to the surgeons (and the survey
interviews revealed that some GPs still followed this practice with bowel
disorders even when inflammation rather than a malignancy was strongly
suspected) •
*Included in the survey data were: 18 patients who had received by-pass
grafts and others had operations planned; 25 patients with valve replace-





IThis gastroenterological policy can though be self-defeating if an
experienced hospital doctor is not able to see these patients at each ..
attendance because of the pressures from new or more urgent review patients ...
In one of the survey interviews a general practitioner described how he had
re-referred a review outpatient who was on long-term immunosuppresive
therapy for Crohn's disease. The senior house officer who examined the
patient for the first time at his previous clinic attendance did not rea-
lise that a permanent mass in the abdomen had increased in size over several
months. Thus the GP was "a bit concerned there could be a developing
Although Appendix 4 shows that there was a larger number of survey
patients suffering from "diseases of the oesophagus, stomach and duodenum"
compared to persons with "diseases of the intestine and peritoneum", this
latter group was much more likely to be kept on long-term surveillance
even when the conditions were stable (see Table 12c). Ulcerative colitis
was the commonest of these diseases followed by Crohn's disease and, un-
like the endocrine diseases, their treatments cannot be satisfactorily
monitored by biochemistry tests. Rather, the physician has to rely upon
the sufferer's account of his or her symptoms and the physical examina-
tion. However once again, physicians believe that too few general practi-
tioners are experienced in the monitoring and management of these condi-
tions and neglect can lead to extensive surgery. (There will probably be
only a tiny number of such cases in any family doctor's practice.) So
the follow-up attendances for these diseases have also swelled the statis-
tics for 'old' general medical outpatients.
carcinoma lt •
Aids to improve diagnostic and management decisions
Every so often the topic of general practitioners' variable referral
o 0 dOh dOl' 1 62,63 H h odpatterns ~s ra~se ~n t e me ~ca Journa s owever t e ev~ ence
from the national trends and this study suggest that with regard to general
medicine, these reviews are presenting an exaggerated picture. In England
64 51 1
and Wales between 1959 and 1977 ' , the average number of new general
medicine outpatients per unrestricted general practitioner fell from 31
patients per doctor per annum to 24 patients. The figure for 1970 was
28 patients. But not all of the new outpatients in the annual statistics



































comprise about 15 per cent of the general medicine new patients. So
nationally the average number of general medicine referrals per family
doctor in 1976 was probably around 20 patients and the average for the
GPs in this survey was on a par with 4.9 referrals per 'full-time' GP
over 13 weeks. (The survey interviews revealed that the local general
practitioners sent very few general medicine referrals to consultants
outside the catchment area.)
This study and Forsyth and Logans' national inquiry also showed that
only a small percentage of doctors are 'high referrers' but they can have
a weighting effect on the overall mean number of referrals from a sample
of GPs (Figures 4a and 4b). Furthermore, it was found in this survey that
the individualised pattern of letters written by the 'high referrers' can
range from detailed hypothesising to summaries of symptoms. It is pro-
bably this latter category of letters from relatively few 'high referrers'
which has had a distorting effect on the perceptions of those doctors who
feel that the referral system is being mis-used.
Part of the reason for the national fall-off in general medicine
referrals over the past decade has been the wide-spread adoption of
policies to give family doctors direct access to pathology and radiology
departments. In England and Wales in 1963/64, 34 per cent of hospital
pathology departments were closed to general practitioners, likewise
39 per cent of radiology departments66 Even today some districts are
. d' t . t d . b ft' 35 Yprov~ 1ng res r1C e servlces ecause 0 resource cons ralnts . et
from the analyses in Chapters 2 and 3 it is clear that for many family
doctors (probably nearly half) their method of practising medicine is
dependent upon the availability of these diagnostic services not just for
working-up cases prior to referral, but for the day-to-day management of
all their patients. The withdrawal or curtailment of GP pathology or
radiology services in districts served by district general hospitals can
only have the deleterious effects of first, handicapping these doctors
in the delivery of routine primary care67 , and secondly, placing a heavier
load on the outpatient system when it is already overstretched*.
*Note: when planning outpatient services (for example the provlslon of
peripheral clin~8s as happened in a study about outpatient services in
East Cumberland ), account needs to be taken of whether GPs have or will
be given full access to pathology or radiology services especially con-
trast media studies, since this factor can affect referral rates.
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The general practitioners in the survey did not have direct access to
a hospital-based electrocardiographic (ECG) service, and some of the doc-
tors who were without an ECG machine in their own practices expressed
regret about the lack of a hospital service when interviewed. (Non-health
centre doctors were far less likely to perform their own ECGs than doctors
with health centre-type facilities - see Table 7.) The main reason for
this restrictive situation was the shortage of manpower capable of taking
a patient's history as well as interpreting the ECG tracing in much the
same way as a radiologist performs a contrast medium study.
To provide merely an ECG reporting service was not considered justi-
fiable in view of the complexity of diagnosing precisely the causes of
ischaemic heart disease in an era when cardiac knowledge is continuously
being updated. Indeed, some cardiac conditions are not visible on a con-
ventional ECG tracing. For example, around 1977 a cause was found for a
left sub-mammary chest pain which sometimes afflicts tall young women.
This prolapsed mitral valve syndrome can only be detected by doing echo-
cardiograms and the technique was developed in the early 1970s69 At
about the same time experiments with 24-hour ambUlatory electrocardio-
graphic monitors showed that patients with vague symptoms of transient
cerebral ischaemia (dizzy turns, drops) or irregular heart action (palpi-
tations) can have significant and often dangerous dysrhythmias. (These
are stabilisedby pacemaker implants.) Previously patients with such
symptoms were often labelled as suffering from cerebral arteriosclerosis,
. f " f"l . t b . . 70,71 h for manl estatlons 0 epl epsy, or as JUs elng neurotlc Bot 0
these advanced diagnostic investigations were carried out on survey
patients (see Figure 26).
Another diagnostic and therapeutic breakthrough of the 1970s was
fibreoptics, especially gastroscopy and colonoscopy for gastrointestinal
problems. The development of this technique coincided with the transfer
of the management of many diseases of the digestive system from the
general surgery specialty to the general medicine specialty in hospitals
without a gastroenterology department. The expansion of the gastroscopy
services in the United Kingdom was rapid: between 1971 and 1975 the number
of examinations rose from 12,000 to 54,000 and the hospitals providing
this service more than doubled in number (78 in 1971 to 167 in 1975)72.'


















































. . 73,74 h d . h bW1th rare except10ns , t ese en oscopy serV1ces ave een con-
fined to patients referred by hospital doctors, and again it was regretted
by some of the survey GPs (usually the more recently qualified) that they
did not have direct access to gastroscopies. This widespread limitation
has been imposed because of the scarcity of skilled manpower - the pro-
cedure is not without risks and in 1975 at least 70 per cent of gastro-
intestinal endoscopies were undertaken by senior doctors72 in addition to
their inpatient and outpatient responsibilities.
~oupled with the problem of clinician scarcity has been the anxiety
that general practitioners might 'abuse' the service by making excessive
numbers of requests. Holdstock, Wiseman and Loehry drew this conclusion
from three-years of figures for an open access gastroscopy service73
"We think that introducing a general practitioner
direct-referral endoscopy service ••• results in
too many endoscopies being performed for too little
objective benefit." (page 459).
The view was held in spite of the GPs' pick-up rate of diseases being
slightly better than that of the hospital doctors, and the inverse rates
of diagnostic yield to endoscopies performed applied to both GPs and
hospital doctors. It was also noted by these authors that during the
three years, 99 GPs had referred on average 11 patients for gastroscopy
73
"but four referred over 100" .
This is another example where the requests for help from a very few
GPs can distort assessments of what is 'unreasonable behaviour' by the
majority. (It is unlikely that the incidence of gastrointestinal disease
was greater in the practice loads of these 'high requesters' than in those
of their colleagues. And note that in discussions about family doctors'
'mis-utilization' of hospital services, conCern is rarely expressed about
the content of the care being provided by doctors with very low utiliza-
tion rates.) Since 85 of the 99 GPs in Holdstock et al.s' survey thought
that the service was useful and 70 felt that it resulted in an appreciable
. . .. f 1 73 f h . "reduct10n 1n c11n1c re erra s , urt er exper1mentat1on 1n open access
gastroscopy seems to be warranted, but with a more sensitive evaluation
of the results to avoid the biasing effects from the usage rates of the
'high requesters'. It might then be possible to devise ways of improving
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the diagnostic confidence of GPs with high gastroscopy request rates.
Likewise similar experimentation might also amend the usage patterns
of high users of the radiology and pathology facilities (especially the
biochemistry services). There is, for instance, a collaborative study
underway between surgeons in the Bangour General Hospital and about
half of the general practitioners in the area with the aim of improving
the GPs' diagnostic skills when faced with acute abdominal pain75 ,76
The computer-based aids intended to improve the diagnostic skills
of surgeons when handling acute admissions (in particular abdominal pain,
refer to page 57) have even been adopted to train medically unqualified
hospital corpsmen on US Navy nuclear submarines. Their accuracy rates in
diagnosing acute abdominal pain exceeded those of the untrained admitting
. h L d . 77house surgeons ln t e ee s experlment
So the short-term effects of all of these computer-based diagnostic
aids has been the marked improvement of the clinical performance of the
junior doctorsODupled with a high level of consistency between them.
Their false negative and false positive rates have matched those of com-
puters programmed with routinely up-dated data bases46 But when the
computer systems have been withdrawn the clinicans' performances have
drifted back towards their pre-trial levels 44 • This suggests that the
clinical thinking processes have not been changed during the computer







probabilities of certain diagnoses occuring. In other words, their stock
of clinical knowledge has been expanded at an accelerated rate - normally
this happens through 'experience' hence the greater diagnostic acumen of
the older hospital consultant vis-a-vis his junior staff.
making of
78Gale ).
medical students and registrars now being completed by Janet




While it was not possible to compare the diagnostic skills of the
hospital doctors in this survey, the data in Chapter 5 did show that the
SHOs were far heavier investigators than the consultants. There were
though marked individual variations between the junior doctors, and lack
of confidence in their own clinical judgement seemed to be part of the
reason. This insecurity was typified by the comment of one high investi-
gator to a review patient who was about to be discharged: "I'd like to






























In resource terms, surely there is a need for widespread experi-
mentation with systematic programmes to teach medical students when to
collect, and how to evaluate information provided by investigations,
this being a fundamental skill in management decision making*. Again
the students' clinical thinking processes may not be modified but at
least they will become knowledgeable about the prevalence and severity
of individual diseases in the community, and perhaps, appreciate the
monetary costs of the different investigations. In the longer term
this expertise will be advantageous to both the hospital service and to
general practice .
Undoubtedly another reason for the survey SHOs' high investigation
rates for review patients lay in the chaotic state of some medical records
especially those belonging to patients with long hospital histories.
Occasionally it was better for a doctor to order new base-line tests than
to try to interprete old reports in a disorganised bulky file. These
doctors also 'misspent' valuable clinic time while familiarising them-
selves with the case histories of review patients whom they were about to
see for the first time. One SHO explained that when he joined a firm he
was usually allocated patients who had been around for a long time, and
since it took so long to wade through their thick notes he might only see
four patients in a clinic session. A second doctor described how he
could spend up to 20 minutes familiarising himself with notes which were
thick and complicated. Both doctors were well aware that inappropriate
decisions could be made for the patients because the information in these
case folders was unsystematic •
There have been many trials using more formally structured medical
records especially the problem orientated medical record (POMR) in hospital
inpatient and outpatient departments and in general practice (see the
review chapters in Petrie and McIntyre 81). The consistent finding has
been that the information collected on these records is more comprehensive
*This proposition was detailed in an editorial in the New England Journal
of Medicine, October 197879 , while various papers concentrating on speci-
fic aspects of evaluating normal and abnormal test results appeared in
that journal throughout the year. In the following year an editorial in
The Lancet reviewed these specific issues but it did not mention the
proposition about improved medical education80 .
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than in traditional records. Furthermore, proponents have argued that
the structured records lead to more thorough clinical management and
therefore improved patient care. For instance, de Dombal and Horrocks
concluded that the improvements in clinical performances using computer-
aided diagnostic programmes were closely related to better data collec-
tion at the interview and examination stages46 (The clinicians recorded
the data on special proforma.) In three London teaching hospitals a trial
between firms using and not using POMRs encouraged the speCUlation that
POMRs may have improved the thoroughness of patient management in four
of the seven diseases studied82 .
Omissions of items of information are likely to occur what ever
system is used although with structured records the omission rate is
reduced83 • However in terms of clinical management, the definite advan-
tage of the standardised recording system is the ease in which relevant
information can be retrieved by whoever uses the file, for example, the
case notes of long-term follow-up patients who are usually seen by
rotating junior doctors.
Not only has psychology research into cognition demonstrated the
limitations of man's information-processing capabilities in the face of
complex situations, it has even found that people cannot keep just two
distinct "analysable" dimensions in mind at the same time especially if
they are asked to make judgements for which information about one of
these dimensions is missing*. This phenomenon was demonstrated in a
medical setting by Elstein and his colleagues2l when looking at diag-
nostic decision making (see page 36). With regard to management deci-
sions the survey data showed that over one-third of the outpatients had
two or more four-digit leD diagnoses under outpatient supervision
(Figure la), and the senior house officers were more likely than the
consultants to perform some 'clinic activities' for at tenders with
multiple diagnoses (Table l2a). Would structured records lead to a
reduction in these 'clinic activity' rates and even trigger the taking
of more discharge decisions by the SHOs?
*See the literature reviews in the papers by Dawes, and Simon included









































It would be necessary however for the SHOs to become familiar with
such a recording system prior to being appointed to a district general
hospital. The inquiry into the use of POMRs by house officers in Guy's
Hospita185 showed that there was a wide range in participants' skill in
using the POMR format. But the research suggested that once the logical
principles which underlie the system are understood, performance in all
areas of use are generally high, although to achieve this level of
expertise there needs to be a more frequent and formal tuition than
potential users of POMR might anticipate •
There is too little 'free' time in the outpatient sessions for con-
sultants in a DGH to train successive SHOs to adapt to a new system. In-
deed it was for this reason that the survey physicians decided to abandon
a proposal to introduce a POMR format into their case records. "The most
obvious place to teach POMR is in the medical school, not only to avoid
the difficulties and antagonisms of unlearning one way of recording and
learning another, but to take advantage of the conceptual emphasis in
this environment." (Fernow, McColl et al., page 346 85 ) •
The inadequacies of the patient records kept by many general practi-
tioners has been documented (see the review in Alderson and Dowie 86 ) •
Furthermore, this study and others have shown that GPs' referral letters
are variable both in the range of items inclUded, and the way the
patients' problems are presented, and this in turn can have an effect
on the decisions taken in the outpatient clinic •
The general practitioners interviewed in this survey were well aware
of the shortcomings in their patterns of referral letter writing (an
issue which will be discussed in the second report of the study). Yet when
asked if a more structured referral letter form would improve their style,
they were, almost without exception adamant that such an innovation would
be undesirable especially if it meant the loss of the freedom to write
personalised letters to consultants with whom they had developed an empathy .
Instruction about referral letter writing is offered to GP vocational
trainees. But if they are also being encouraged to include observations
about the psychological state of the patients, then the findings in the
previous chapter about the reduced outpatient activity for patients des-
cribed as suffering from anxiety, depression, stress, etc. (pages 64 to
66) suggest that the wisdom of such instruction could be doubted •
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Manpower pOlicies
At least four documents about medical manpower forecasts were
published during 1978/7987 ,88,89,9°, and while each report was con-
cerned with the imbalance in the ratio of consultants to junior doctor
grades*, none looked at the current geographical deployment of doctors
in junior grades within specialties. However, a member of the King's
Fund Working Party on "The Organisation of hospital clinical work",
Mr. F.S.A. Doran, did analyse the distribution of surgical work between
consultants and junior hospital doctors in the West Midlands health
region. He found an extensive overlap in their respective spheres of
activity91 So when this Working Party considered the type of work
performed in certain specialties, they felt that specialties such as
general medicine with a 24-hour inpatient commitment and a high pro-
portion of unselected emergency cases have the greatest need for
medical manpower.
With regard to manpower activities, the King's Fund Working Party
identified 'registrar' work to include the "supervision of the 'house
officer', duties in out-patients and the operating theatres." (page 3690).
And in terms of the national general medicine staffing ratios, it is
possible for three in every four firms to include a doctor of registrar
or senior registrar grade. Yet in the survey hospital there were three
and a half general medicine firms and ~ registrar appointments (and the
situation remains unchanged)~
This survey was only concerned with outpatient workloads and it was
found that the senior house officers were more 'costly' to the National
* 87. 89Maynard and Walker and Pollalls, Flynn and Knox each developed man-
power models even though the available data base had major weaknesses.
Their projections for a necessary rate of growth in the consultant grade
to absorb the career aspirations of the junior grades differed. Maynard
and Walker thought that a 2 per cent growth in consultant vacancies over
20 years "may put us close to the attainment of every doctor's career
ambitions ", whereas Pollalis and his colleagues believed that a compound
annual growth rate of about 12 per cent over 10 years was essential. The
King's Fund Working Party set up to look at "The organisation of hospital
clinical work" adopted a different approach - they favoured the establish-





























































Health Service than the consultants when making management decisions
because of their greater dependency on diagnostic investigations and
their seeming reluctance to discharge patients. The evidence from Olsen's
outpatient study at the Central Middlesex Hospita12 suggests that a
higher ratio of senior to junior medical grades may modify this out-
patient situation. Certainly, the work on acute admissions by de Dombal
and others (see page 57) is conclusive about the better overall diag-
nostic acumen of the registrar grades vis-a-vis the senior house officer
grade. (There will of course, be variations between individual doctors
within each grade.)
It is not possible to even hazard a guess at the additional inpatient
'costs' that are generated by the staffing ratios of the survey firms •
Of course it may be that these 'decision costs' are more than offset by
the cheaper hourly staffing ratio of consultants to SHOs rather than
registrars. A study by Birt92 of the workload of junior hospital doctors
in north western England showed that there are inequalities in the numbers
of hours that junior doctors are expected to be 'on duty' in the teaching
hospitals vis-a-vis non-teaching hospitals, the latter group of hospitals
being more demanding of registrars' time. So systematic research is
really needed to quantify all the staffing 'costs' in both medical and
surgical specialties which carry heavy emergency loads. But in the mean-
time the evidence from this study indicates that the current policy which
rations the geographical allocations of registrar posts to district general
hospitals should urgently be reviewed. (This recommendation is made not-
withstanding the wider issue of the national imbalance in consultant/trainee
90posts .)
Another major finding of this study was that family doctors in four
towns who were reliant on pathology services (especially biochemistry
investigations) for their day-ta-day management of patients, tended to
practice in health centres or similar premises if given the opportunity
(see page 13). The content of the referral letters from these doctors re-
flected the back-up services offered in the health centres: treatment room
nursing staff able to take joint haematology/biochemistry specimens; ECG
machines; and regular secretarial services. It was also the case that a
rather higher proportion of these health centre doctors held clinical
assistantships in the hospital service than amongst the non-health centre
doctors in the four towns. The right to continue in these posts was
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strongly upheld by all the interviewed clinical assistants es?ecially
those recently qualified*.
To speculate about the effectiveness in resource terms of the health
care offered by doctors inclined towards health centre practice (the
'technologically oriented' GPs) vis-a-vis those in traditional practice
would be unwise. As mentioned in the previous chapter, more research is
needed to gain a comprehensive picture of the total use these doctors are
making of the acute hospital services, the outpatient and diagnostic ser-
vices, and the general practitioner-hospital services where they exist.
If it is then found that one or other of these two types of doctors are
less 'cost-effective', then the way to reorientate them may be via clinical
assistantships rotating through specialties. One family doctor who valued
the educational aspect of his clinical assistantship, hinted at the poten-
tial of such a scheme: "I didn't know anything more about eyes than the
next man until about four years ago and I started the job from scratch."
However, before any concerted plan to bring general practitioners
into the hospital service is contemplated, there needs to be a re-examination
of the pOlicies about GP list sizes93 , and the financing of general practice
(facilities, ancillary staff, etc.)94, so as to afford these doctors the
necessary free time to spend on hospital work.
Another way to reorientate the general practitioner could be via
the consultants holding consultative clinics in health centres and other
. . ,. 't' . . I 95 H bpract1ce prem1ses on a C1rCU1 pr1nc1p e owever, ecause the survey
statistics collected about the peripheral outpatient clinics were so
sensitive to the consultant-related variables, general comments about
policies relating to peripheral clinics have been withheld from this report.
The second report of the study will look at the views expressed by the con-
sultants and the general practitioners about these clinics as well as other
aspects of the referral process. So when all of the survey material about
peripheral outpatient clinics is combined with the economic evaluation done
by Cullis, Heasell and Weller (which is to be published soon)31, it may
then be feasible to make policy recommendations.
*Currently about 7,000 GPs or one-third of all GPs do some hospital work









































Appendix 1: Outpatient research methods
The collection of the outpatient data
To fulfil the study's two main aims of learning more about the
referral process and gaining an understanding of the outpatient system,
it was necessary to adopt more than one research method. However, as
this report is about the statistical results, only the method used to
collect the quantifiable outpatient data is explained in this appendix •
(The interview and observational methods will be described in the second
report, while the methods for collecting the pathology and radiology data
are outlined in Appendix 2 and Appendix 3 respectively.)
When designing the outpatient fieldwork it was decided not to ask the
survey consultants and junior doctors to do any data recording. The reason
was simple. When doing pilot fieldwork in the outpatient clinics* it be-
came clear very quickly that the pressures on the doctors were too great to
allow them time to complete a survey form for each attender as well as
writing up their own case notes, and when necessary, filling out multiple
request forms for Xray examinations, pathology tests (one for each depart-
ment), ECGs and other special investigations, and writing out prescription
forms, etc. Some doctors also dictated the letter to the general practi-
tioner after seeing each patient .
Even if time had permitted the filling-in of an additional form, there
was still the problem of comprehensiveness regarding the number of forms
completed as good will inevitably begins to flag especially if a survey has
not been initiated by the hospital doctors themselves. Reliability as to
the contents is another problem for it would have been necessary to use pre-
coded recording forms. These have the disadvantage of forcing complex data
into simple categories (boxes) which do not take account of exceptional
circumstances** •
The outpatient data collection was, therefore, undertaken by the
researcher (the consent of the hospital's Ethical Committee having first
been obtained). A form was completed for each attendance from the case
folder of the patient. A sample form appears at the end of this appendix.
Gathering the required information meant: looking at the outpatient contin-
uation sheets to obtain the date the episode commenced, and the number of
attendances prior to the current consultation; scanning any inpatient notes
to see if the patient had had inpatient episodes with the survey consultants;
checking the investigations written in the current entry on the OP continu-
ation sheets against the pathology and radiology request forms just in case
additional tests had been ordered; and extracting from the copies of the
letters and discharge summaries details about the diagnoses plus activities
undertaken that day and any advice given to the patient or general practi-
tioner. The case folders from each clinic session were abstracted after the
medical secretaries had completed the correspondence •
*The pilot fieldwork consisted of observing many outpatient sessions held in
both the DGH and the peripheral clinics, plus the piloting of the data






provides a sociological explanation as to why involving doctors




The data extracting process was time-consuming. It took each week
day and one to two evenings a week for 16 weeks, but also during this
period there were weekly journeys to the peripheral clinics in two towns
to collect data, and observations were made in some of the outpatient
sessions held in both the DGH and the peripheral clinics.
Data were collected about virtually every attendance during the
13 weeks as well as about patients who did not attend and whose bookings
were not cancelled. This achievement was due to the exceptional support
from the medical secretaries of the survey consultants and the encouragement
extended by the staff in the records department. In fact, the survey attend-
ances were slightly in excess of the official SH3 statistics (by 11 attend-
ances) because by handling the case folders it was possible to 'pick-up' the
occasional slotted-in emergency patient whose name had not been entered onto
the clinic sheet. Likewise the survey figure of 442 New patients (GP-
referrals and transfers) did not correspond with the SH3 figure of 391 New
patients because some patients were misclassified as Old according to the
SH3 definitions*. This sometimes happened when a patient was booked for a
gastroscopy prior to his first outpatient attendance. Also re-referred
patients who had been discharged quite recently were often classified as
Old whereas for SH3 purposes they should have been New. Finally, the number
of unobtainable survey case folders was tiny; a very few were 'lost' while
others had been transferred to different hospitals.
Data processing
The data on the survey proforma were coded by three experienced coders
and the researcher, and the confidentiality conventions laid down by the
Medical Research Council were strictly adhered to. (This applied likewise
to the handling of the pathology and radiology data.)
The first step was the sorting of the data recording forms for attenders
and non-at tenders into alphabetical and clinic date order so as to link










* 65According to the SH3 definitions , a New outpatient is a patient whose first
(or only) attendance in an episode at a department falls within the calendar
year under review. This episode can be broken by inpatient or day case treat-
ment. The series is terminated by discharge or death.
A person attending different departments (whether for the same or different
ailments) is a separate new outpatient in each department.
A person who has been discharged from treatment and subsequently reattends
for the same or another disability should be counted as New irrespective
of the length of time between the two courses of treatment.
Note: that this SH3 definition for re-referred patients was adopted for the
survey because it represented referral decisions.
Two further caveats: (i) the general practitioner referral rates in Chapcer 2
and elsewhere are based on the numbers of referred patients who were booked
for their first outpatient attendance during the 13 weeks of the survey. In
fact some of these referral decisions were made prior to the commencement of
the survey and correspondingly, there were referral letters written during
the survey about patients who were not seen until after the survey had ended.
(ii) The numbers of referrals per individual GP in the various Figures included ~




































manually so that summary data about the patient could be coded in conjun-
tion with the data for each attendance. However, the na~es of the patients
were not entered in the computer. (The coding of summary patient, episode
and diagnostic data on the cards for each attendance meant that tables
including these basic items could easily be prepared for two denominators -
1,699 patients or 2,402 attendances.)
The coding was completed in four stages. The basic patient informa-
tion (sex, age, address, general practitioner); the history of the current
and past episodes; the classification of the current clinic session; and
the disposal decision and doctor seeing the patient were coded in the first
stage and one punch card per attendance was filled. These cards were punched
and then by using the SPSS package they were fed onto the University of
London's CDC 6600 computer via the computing facilities at the University
of Kent.
In the second stage the clinic activities, that is the investigations
and examinations, and the information in the hospital letter were coded onto
a second punch card per attendance, and the computer linked the information
from these cards with the first cards. The third stage involved the diag-
nostic data, and because of the shortcomings in coding single diagnoses, it
was decided to code up to three diagnoses. (This coding stage is described
in full in Appendix 4.) Again these data (on card 3) were combined with the
data already on magnetic tape. Finally the items in the general practitioner
referral letters were coded and linked to the cards for the first-time atten-
ders (card 4). Dummy card 4s punched with the survey code numbers and zeros
were added to the cards for all other attendances.
The reason for scheduling the coding in these stages was one of conven-
ience. The researcher was responsible for developing the coding frame for
each stage and as the material was complex especially the unstructured form
of the referral and hospital letters, the task of compiling the codes was
not easy. In addition she supervised the coding and did the double-checking •
The data processing programme was also interrupted by the second stage of the
fieldwork (45 interviews with general practitioners which were conducted by
the researcher) as well as by other research tasks. But one advantage of
coding and computerising the data in stages was that preliminary results
could be obtained. Indeed, after the interviews were completed late in 1978,
the survey consultants received results relating to their own outpatient
workloads even though the coding of the general practitioner letters had not
been started. There are still some items of the outpatient data on the com-
puter which have not been systematically analysed. This is mainly material
from the hospital letters and it will be integrated into the second report
of the study.
The coding of the diagnostic 'hypothesis development' in the referral letters
While recording the data from the referral letters it became evident
that there were patterns in the structure of the letters, and general p~acti­
tioners had individual styles of letter writing. The fieldwork also indi-
cated that the survey consultants had differing reactions to these writing
styles when classifying the incoming letters into their urgent/non-urgent
appointment categories. However the problem was how to classify these
unstructured patterns. The previous research about referral letters (see
Chapter 3) had merely concentrated on the items of information included
therein, as well as the length and legibility of the letters.
Appendix 1.4
It was not until the coding frame for the referral letters was being
prepared that a solution emerged, and it was triggered by a review of a
new American book Medical Problem Solving written by Elstein, Shulman and
Sprafka21 • The reviewer Fischhoff96 listed some research findings from
the book including "(1) experienced physicians generate hypotheses
early ... " and "(2) nondiagnostic information is often treated as support-
ing an already preferred hypothesis, suggesting that physicians might
reach closure prematurely." (page 4896 ).
It is in fact likely that most requests for help about diagnostic prob-
lems will contain some hypothesising since classical psychological research
shows that "hypothesis generation and testing" adequately describes adult
thinking processes in general (Gale and Marsden97 ). It seems though. from
research in the clinical context. that the major differences between doctors
lie in the accuracy of the diagnoses or completion of data acquisition when
formulating diagnostic hypotheses96 . So the patterns observed in the
referral letters were about diagnostic hypothesis development*.
The next problem was how to classify these patterns in such a way that
the assessments could be computerised since it was desirable to relate hypo-
thesis development to other doctor-related variables. Elstein et al. 's
book was acquired2l as well as an earlier paper describing the findings of
the pilot stage of their study98 but the publications were of no help with
this task. In the main study the American researchers had devised three
complex disease-specific simulations to test the theories formulated from
the pilot fieldwork, whereas the referral letters were unstructured and
related to a wide range of diagnoses.
As there was so much variability in the clinical nature of the problems
in the general medicine referral letters, it was not possible to adopt a
decision-tree approach across the letters according to whether or not certain
examinations and investigations had been performed prior to referral. For
example, endocrinal conditions such as thyroid gland malfunctions and diabetes
can be diagnosed from biochemistry results alone whereas certain neurological
disorders are diagnosed on the basis of the history and physical examination
and backed-up perhaps by sophisticated investigations to which general practi-
tioners do not have open access.
Although the research by Gale and Marsden showed that the cognitive
processes of clinicians in endocrinology and neurology are considerably
different and specialty specific97 • and the findings of Elstein et al. like-
wise were consistent with the notion that performance when solving medical
problems is highly problem specific2l , neither study suggested that
*rurther support for this claim that there can be a step-wise development of
a medical hypothesis has since been found in Feinstein's book Clinical
JUdgment99 • He classified four stages along the pathway to reaching an
anatomic diagnosis. Taking as an example the presenting problems of breath-
lessness on exertion and swollen ankles, the clinician may progress through;
a first-order stage to label the symptoms as dyspnoea and oedema; a second-
order stage - congestive heart failure; a third-order stage to establish
the cause as a structural abnormality that is. congenital heart disease
(rather than hypertensive, rheumatic, arteriosclerotic. etc. disease); and












































individual doctors had varying standards when assembling basic data for
patients with different diseases. It was the processing of the information
provided in the data which varied according to the problem. Certainly the
survey general practitioners tended to be consistent in the way they pre-
sented each case in their letters regardless of the nature of the problem -
a doctor who invariably wrote detailed letters incorporating investigation
results was hardly likely to send a summary request of the "please see and
advise" variety.
So, after repeated reading of the data £I'om the referral letters entered
on the recording forms, nine categories of diagnostic 'hypothesis development'
were formulated and these are outlined in Table 6. Fortunately the letters
had been abstracted in-depth so that words or phrases indicating uncertainty,
Or the writer's personal estimation of the patient, etc., had been copied out.
These categories were of a phenomenological nature in that they tried to
encapsulate the implied meanings in the letters. Of course, this necessi-
tated a shared understanding on the part of the researcher. Although she was
not medically trained, after many hours of listening to consultations in out-
patient sessions, talking with hospital doctors and general practitioners,
and reading more than 1,700 case folders, a certain knowledge was acquired
about the types of 'work-ups' for differing diagnostic problems which could
be carried out by a general practitioner. But this knowledge would never be
fUlly comprehensive.
In addition, during the pilot fieldwork three of the survey consultants
'talked through' their thoughts whilst assessing the urgency of batches of
incoming referral letters including the fictitious letters in Figure 14.
These thoughts provided a base line for the coding of the survey letters.
Taking Letter A in Figure 14 as an example, it was placed in the hypothesis
development category of "Letter describes symptoms and may mention treat-
ment .•• plus indicating that the patient/family desire reassurance.", and
this decision was backed-up by the consultants' observations about the letter:
Consultant A: "Well, one feels from looking at this the GP is
rather leaning on the social psychological side of this a bit, urn,
but there is also the risk that she has something which could be
provoking that problem .•• one would want to see her a bit early."
Consultant B: ..... it would make me think that we should concentrate
on the psychological aspects rather than the possibility that she has
thyrotoxicosis .,. that woman could be organically ill and er yet
you've been leant on that this may be a psychological problem "
Consultant C: " .•• what I would ••• certainly do is write a note to
the GP saying "I'm going to see Mrs. Pearson whenever the non-urgent
appointment comes up; I wondered if in the meantime you could take
some blood for a T3 and T4 and send it in as her story could suggest
thyrotoxicosis and let me have a copy of the results."."
Sometimes a letter contained a negative diagnostic hypothesis, that is,
the general practitioner was wanting reassurance that he was not missing
perhaps a tumour or mUltiple sclerosis. These letters were assessed for
'hypothesis development' just as if the writer was presenting the evidence
for a positive diagnosis.
Appendix '...6
Before the diagnostic hypothesis development 12vels in the referral
letters could be correlated with other doctor-related variables, it was
necessary to create an index. So the letters in which the general practi-
tioners needed help in establishing a diagnosis (just half of the sample)
were scored from 1 to 5 according to the level of hypothesis development
which had already been coded (see the right hand column in Table 6). The
assumption underlying the scale of values was that the letters receiving
the higher scoreS resembled most closely the style of letters Wl"itten by
the hospital doctors when dealing with diagnostic problems. But what were
being scored were the overt levels of hypothesis development about the
diagnosis in the letters, not the diagnostic acumen of the general practi-
tioners themselves. However later analyses did show that letters with
'fully' developed hypotheses were much more likely to have a diagnosis
confirmed in the outpatient clinics than the other types of letters.
As there was not an equal number of letters from each GP nor did the
individual letters from a GP always fall into the same category of hypothesis
development, ordinal numbers had to be used to provide an average score or
index for each doctor (notwithstanding the debate about the appropriate
application of ordinal values - see23 and page 29).
Both the categories for coding the hypothesis development and the
general practitioner indices were discussed with a survey consultant. The
indices were in line with his personal assessment of the referral letters
from individual doctors in the catchment area. Unfortunately though, the
sub-sample of letters asking for diagnostic help was not large enough to
include letters from every general practitioner (61 GPs were covered). It
would be exciting to repeat and possibly refine the exercise with another
sample of letters being assessed by a panel of observers.
It may be argued that because this procedure for assessing general
medicine referral letters has not been validated by conventional research
methods, the reliability of the typology of hypothesis development is
doubtful. Indeed, under what circumstances should the reader trust the
whole report? This dilemma was summed up by Fairbrother in his review
article about ethnographic researchlOO :
"The research worker gives the study purpose, with respect to
the initiation of the research work, the way he or she may
interpret the events witnessed and experienced, and the form
in which the report is cast. Ultimately, however, the research
report must be assessed in its entirety and, in this, the
research worker must provide the basis for trusting the report:
in terms of his moral or intellectual concerns and in terms of
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Appendix 2: Further Analyses of the General
Practitioner Pathology Data
Source and comprehensiveness of the data
The four Pathology departments in the survey hospital made available
copies of forms on which requests were made by general practitioners over
a period of 13 weeks in 1977 (28 March to 26 June inclusive). These weeks
corresponded with the outpatient and Xray survey weeks. Coded from each
request form were the following details: type of request (haematology,
microbiology with pregnancy tests separated out, biochemistry, and cytology);
the general practitioner making the request; the date of birth or age, sex
and address of the patient; and date of request. There was no attempt made
to identify each test on the request forms as the range of tests requested
by GPs tends to be relatively narrow when compared with hospital doctors'
requirements •
Over the 13-week or 91-day period, 8,483 request forms were made avail-
able for analysis. In a period identical in length but commencing four days
later, the Laboratory recorded 11,054 requests from GPs, so suggesting that
the survey covered 77 per cent of GP requests*. However, variations
appeared in the comprehensiveness of the survey data from each department •
Laboratory Survey data Coverage ofDepartment statistics
April/May/June 28 March-26 June survey data
Haematology 3,622 2,681 74%
Microbiology 4,332 3,311 76%
Biochemistry 1,629 1,058 65%
Cytology 1,424 1,433 100%
Histology 47
From a comparison of the monthly pathology figures for the two sources
it would seem that the shortfall was spread across the entire survey period,
and this assumption is supported by the close similarity in the weekly and
monthly distribution of the rates of GP-requests for both pathology and Xray
investigations (see over). What has had to be assumed however, is that the
shortfall in the survey pathology requests was spread randomly across all
general practitioners. The references to pathology use particularly bio-
chemistry tests, in the general medicine referral letters confirmed that this
assumption was probably correct.
*Note: it was realised that the survey data would exclude certain categories
of tests, for example anti-coagulation tests; vasectomy and infertility
tests; TB tests; rubella; histology, etc •
Appendix 2.2
A comparison of the monthly distribution of GP pathology and Xray
requests surveyed between 28 March and 26 June, 1977
Survey Number of requests surveyed % Distribution
month Pathology Xray Pathology Xray
March 438 164 5.2 5.6
April 2,558 896 30.2 30.8
May 3,216 1,071 37.9 36.9
June 2,271 774 26.8 26.6
General practitioner requests in the 1960s and 1970s
The use of this Laboratory's facilitie~CBr local general practitioners
between 1960 and 1964 was analysed by Forbe~ and it seems that GPs now are
not generating any more of the workload relative to other users, although
the average number of tests requested per doctor has increased.
Proportion of all requests generated by general practitioners
April 1960 10.3% (excluding cytology)
April 1961 13.9% " "
April 1962 11. 7% " "
April 1963 14.6% " "
April 1964 18.5% " "
April 1977 16.1% " "
April 1977 17.4% (including cytology)
There was nevertheless, a shift in the relative proportions of types of
tests requested over the 13 years owing to the expansion in biochemistry
work and the introduction of cytology screening.
Types of investigations requested by general practitioners,
1964 and 1977
TYpe of April 1964 April 1977 April 1977
investigation (exc1. cytology) (inc1. cytology)
% % %
Haematology 58.5 40.1 35.4
Microbiology (incl.
pregnancy tests) 34.8 42.3 37.4
Biochemistry 6.4 17.2 15.2
Cytologyi' 11. 7
Histology 0.3 0.4 0.4

































The 1977 geographical variations in use by doctors in the four
towns was foreshadowed in 1964. Indeed the same ranking applied (compare
the following table with Figure 8 in Chapter 2), Town C doctors having
far the highest average requests followed by Town D with Town A and Town B
being almost on a par. And this was despite the replacement in Town B of
a local specimen-taking clinic by a specimen collection service. The
Town C figures for 1977 were slightly inflated for in the latter part of
the survey period the doctors were participating in a Medical Research
Council mild hypertension screening trial and so they were generating a
rather greater demand for biochemistry and microbiology tests*.
Pathology requests (April 1964) according to locality
Town Distance from No. of GPs RequestsLab • (miles) Total Per GP
Town A 0 16 153 9.5
Town B 0* 14 138 9.8
Town C 7 8 170 21.2
Town D 9 8 114 14.2
*Specimens were taken from patients in a local clinic •
Source: ForbeslOl •
The 1977 statistical significant correlation between years since
qualifying and numbers of requests shown in Figure 7b (r=-0.47,p< .001) was also
foreshadowed in the 1964 analysis (see below). 'Post-1945, general
practitioners made two-thirds of the requests during April 1964.
pathology reguest~ individual general practitioners, April 1964
Post-1945 GPs 1









































*This trial started on 11 May, 1977 and lasted 11 weeks. Patients found
to have a diastolic reading of 115 or more had the following tests
requested of the survey Laboratory: urea and electrolytes; fasting blood
sugar; fasting lipids; and 24-hour urine for VMA.
55
Appendix 2 Figure lb: Numbers of Microbiology (excluding pregnancy)






















Numbers of Haematology requests made by general
pr,ctitioners over 13 weeks.
25
Appendix 2 Fi~re la:
o 20 40 60 80 100 120 140 160
Number of Haematology requests made
Mean per GP {74°'o sample)=34 requests n=76 GPs
o 20 40 60 80 100
Number of Biochemistry requests made
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Types of tests requested in 1977
(a) Haematology requests (Appendix 2 Figure la)
One-quarter of the general practitioners made no more than ten requests
over the period, that is, fewer than one per week. Blood tests for pregnan-
cies would have accounted for part of the overall haematology load •
(b) Microbiology requests (Appendix 2 Figure lb)
Again one-quarter of the doctors requested between zero and nine micro-
biology investi~ations other than pregnancy tests. In the 1970/71 National
Morbidity SurveyL02 in which 115 GPs recorded their workload over one year,
episodes of urinary disorder were estimated as occurring on average 39
occasions per 1,000 population over 12 months, or 9-10 occasions in three
months. As the average list size of general practitioners in this area was
2,350 at the time of the survey*, then it would seem likely that perhaps 23
episodes of urinary disorder alone would have been seen on average by these
GPs in the survey period. So clearly many cases of dysuria etc. are not
being tested via the Laboratory services.
(c) Biochemistry requests (Appendix 2 Figure lc)
The figures in the accompanying Figure represent only two-thirds of the
biochemistry workload during the 13-week period and it has to be assumed
that the shortfall was spread randomly across all the doctors. But even if
the survey data were complete, the average number of biochemistry requests
per GP for the period would have only been 21. What is not shown in the
Figure is that 42 of the 76 GPs were recorded as making fewer than six
requests •
(d) cytology requests
With regard to the cytology tests requested by the doctors in the
'environs' of the Hospital there was rather more clustering around the mean
than with the other types of requests. Women doctors were amongst the most
frequent users of this service. However, the cytology workload is discussed
in more detail in the last section of this appendix •
Sex and age groups for types of requests, 1977
When the sex and age distributions for the types of requests (excluding
cytology, see Appendix 2 Table 1) were compared with the distributions for
the 879,554 consultations recorded in the 1970/71 National Morbidity surveYL02,
only biochemistry reflected the 'real' demands of the seXes on the GPs'
services (see the summary table below)**. For both haematology and micro-
biology it appears that the overall male/female ratio of tests is about 1:4,
and apart from the earliest years, it is only from 65 years onwards that males
*Figures supplied by the local Area Health Authority.
**Note: no comparative pathology analyses of sex and age have been found in
other publications. Moreover, it was not possible to calculate age and
sex rates for the survey requests owing to a lack of information about the
composition of the population in the catchment area •
Haematolor.y Microbiolo;;y* Biochemistrv
Age Group Males Females t-lales Females Males Females
\ of all requests \ of all requests % of all requests
0- • 0.' 0.3 1.6 1.9 0.3 0.2
5-14 1.2 1.2 2.3 5.7 0.7 0.'
15-24 2.7 B.6 2.1 12.1 1.2 2.5
25-34 2.2 11.7 2.7 13.0 2.2 '.6
35-414- 2.2 B.l 2.6 7.3 '.2 '.1
115-511 3.0 B.' 2.3 6.2 5.6 7.7
55-64 ••• 7.9 3.0 6.0 B.5 10.4
65-74 '.B 11.0 3.2 5.6 B.9 12.3
75-84 3.0 7.9 1.9 3.7 '.7 9.9
85 and over 0.6 2.' 0.3 1.3 1.1 2.B
Age unknown 2.5 5.6 •• 5 10.B 3.7 '.2
Total 27.1 72.9 26.5 73.5 4l.1 5B.9
(0=72.) (0=1951) (0=715) (0=19BB) (0=.33) (0=620)
"Excluding pregnancy tests
Appendix 2 table 1: Sex and age distributions for Haematology.
























Age specific death rates
from carcinoma of the cervix uteri
England and Wales 1974-76






35-39 I" 19.B110-1111 135
115-49 116 111.250-511 BB
55-59 47 5.160-64 26
65,-69 23 )
70-74 9 ) 2.7









"Parentheses indicate a value of less than 100 in numerator.
Note: it is the age groups below the dotted line for which general
practitioners are remunerated for cervical smears taken.
Also the request figures were from all the GPs in the health
district.
Source of age specific death rates: 103MacGregor. J.E. and Teper. S. •
Appendix 2 Table 2 Age distribution of women for whom cytology tests were
requested by all general practitioners, and age speci-






























begin to redress the female domination. The parallel between the bio-
chemistry requests and consultations (apart from 35-44 years) further
suggests that family doctors tend to use these tests for specific diag-
nostic decisions for either sex, whereas there maybe an element of
'fobbing off' 'women (and anxious mothers of young sons) with haematology
or microbiology investigations when the general practitioner suspects
there might not be anything really wrong (that is, not withstanding the
special needs of ante-natal patients, etc.).
Distribution of the sexes in each age group
Age Consultations Haematology Microbiology'" Biochemistry1970/7193 requests 1977 requests 1977 requests 1977group
Males Females Males Females Males Females Males Females
% % % % % % % %
0- 4 54 46 61 39 45 55
5-14 52 49 52 48 29 71
15-24 31 69 24 76 15 85 33 67
25-44 34 66 18 82 21 79 42 58
45-64 46 54 31 69 30 70 38 62
65-74 41 59 30 70 37 63 42 58
75 and 32 68 26 74 31 69 32 68
over
Total 41 59 27 73 27 73 41 59
'"Excluding pregnancy tests
Cytology tests and screening
The two papers on mortality from carcinoma of cervix uteri, and
cytology screening in The Lancet of 7 October 1978103 ,104 prompted some
additional analyses of the cytology data. So Table 2 in this Appendix
shows both the age distribution of women tested during the survey and
the 1974-76 age-specific death rates for England and Wales. These two
variables are inversely related (to an alarming degree?) •
When the ratios of pregnancy tests to cytology smears were calculated
for individual GPs, it became clear that for many doctors, the most likely
instances that a smear would be taken was when a patient presented for
ante-natal care. But even then not all GPs were taking smears. Hence the
preparation of the last figure in this Appendix (Figure 2) which displays
the frequency of smears taken by individual doctors from women aged 15-34
years, and 35 years and over. It is for this latter group that family




This final figure really throws doubt upon the effectiveness of the
fee as an inducement to general practitioners to carry out smears on the
older 'at risk' age groups. Indeed one-quarter of the doctors in the
environs of the survey hospital did not request any smears for the 35
and over age group in the survey period. (It is of course possible that
doctors were encouraging women in this age group to attend the Family
Planning Clinics for this purpose.)
There is probably no reason to believe that these findings are in
anyway particularly atypical of the pattern all over the country. So they
suggest the need for a massive educational programme to encourage both
'higher risk' older women to demand, and family doctors to perform smears,
before attention is turned to routine-SCreeninroof the younger age groups
as recommended by Andrews, Linehan and Melcher 4. At the moment these
younger women seem to be receiving ~ rather better screening service
especially as the family planning clinics' workloads have not been included
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Appendix 2 Figure 2: Number of Cytology tests requested for women 15 to
34 years, and 35 years or more by general
































Appendix 3: Further analyses of the
General Practitioner Radiology Data
Source of the data
Information was extracted from the Radiology Department's day-books
and record cards about all Xray examinations requested by general practi-
tioners over a period of 13 weeks in 1977 (28 March to 26 June inclusive).
These weeks corresponded to the outpatient and pathology survey weeks.
The survey also covered two peripheral radiology units in Towns Band D
administered by the Radiology Department •
The items of information coded were: sex, age and address of the
patient; the types of examinations requested for each patient; and the
date, and name of the GP responsible for the request. However, if a
patient had been advised to go to the casualty department for an Xray
examination he would not have been included in these data. Only the
results of the cholecystograms were assessed for normal or abnormal
findings.
In the 13 weeks, 2,895 GP-requested Xray examinations* were logged
in the day-books and these came from a total of 102 general practitioners
including locums. The average number of requests per GP in full-time
practice in the catchment area was 13 per month.
This request load was far heavier than the load generated by general
practitioners in two Scottish studies. In 1973/74, 71 doctors prac3~sing
mainly in Perthshire had a monthly average request rate of 6 per GP , and
again during 1973 the 189 GPs using the radiology facilities in Aberdeen
averaged 5 requests monthlyl05 •
There was also a 10 per cent difference in the number of examinations
performed for individual patients in this and the Perthshire studies. In
Scotland 93 per cent of the patients had a single examination37 whereas
the figure for single examinations in this study was 83 per cent (of 2,466
patients). Fourteen per cent had two examinations, and 3 per cent, three
or more examinations. However this survey result for single examinations
was close to the 85 per cent recorded in the Aberdeen studyl06 •
Problems in making comparisons between studies
A number of studies about GPs' use of radiology facilities have been
undertaken in the past 20 years (see the review in Alderson and Dowie 86 ),
but comparisons between the earlier findings and the local data are diffi-
cult to make for four reasons:
*In 43 cases the request fonts specified two areas of the spine (for
example dorsal and lumbar spine). These were counted as one examination
request although more properly they should have been two. Likewise
the 33 joint requests for lumbar spine/SI joints have not been separated •
Appendix 3 Figure la: Numbers of Xray examinations requested
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NUMBER OF CONTRAST STUDIES
(n=96 GPs)
Appendix 3 Figure lb: Numbers of Contrast studies requested by


















open access to such a wide range of radiology services as
was offered to the survey doctors is sti~l not universal.
In the Perthshire study mentioned above barcum enemas and
intravenous urograms (IVUs) were available in only a few
areas 37 • Likewise in the Aberdeen study bariu~ enemas and
IVUs were restricted to the hospital servicelO *. Also in
some areas which offer open access the family doctors have a 35
lower priority than hospital doctors for certain examinations
some research papers relate only to the workloads of a small
number of doctors in, for example, a health centre;
there has been a rapid expansion in alternative diagnostic
techniques, notably endoscopy (see Chapter 7), which seems 7
likely to have modified some GPs'dependency upon barium meals 3
and enemas; and
patients may now have greater expectations for being investi-
gated or screened radiologically because of health education
campaigns etc. Also thoughts of litigation with regards to
industrial or accident compensation, or possible medical





















Figure la in this appendix illustrates the wide variation in the
numbers of requests from individual doctors - indeed, three doctors
requested one-tenth of the Xray examinations. There was a parallel situa-
tion in the Perthshire study where two GPs referred more than 8 per cent of
the patients receiving Xray examinations37
When the contrast media studies of barium meals and enemas, IVUs and
cholecystograms were selected out, again marked variations were evident in
the request patterns (Appendix 3 Figure lb). Almost two-thirds of the GPs re-
quested no more than five contrast studies over the 13 weeks yet the
patients of five doctors received 17 per cent of the studies performed •
Although the heaviest users tended to be the more recently qualified
and amongst those less dependent on the service were doctors of considerable
experience, overall there was only a very weak inverse relationsh~ between
years of medical practice and Xray examinations requested - the R value
being 0.04 (Figure 6a Chapter 2) •
Geographical distance from the radiology units likewise was not a good
predictor of use. Figure 8 in Chapter 2 showed how Town C with no local
facilities and nearly eight miles in distance from the main radiology unit
had the highest rate of usage per 10,000 practice popUlation. This was
followed by Town D (and environs) ten miles away and with limited facilities;
*Note, these restrictions in the Scottish services would not account for
much of the difference in the north and south request rates because IVUs





then Town B nine miles away but with a local service for plain film
examinations, and finally Town A and environs in which the main department
was located. But part of the reason for this town's low rate was the sub-
stituting by patients of family doctor consultations with visits to the
Accident and Emergency Department when they or 'significant others'
(teachers, police, persons trained in first aid, etc.) thought that an
Xray examination was justifiable15 •
At least 20 of the doctors whose practices were on the fringe of the
health district or in adjacent health districts made selective use of the
Radiology Department mainly for contrast media studies. This was to avoid
appointment waiting times of as long as 20 to 30 weeks for barium meals
in their nearest departments. The waiting times for appointments in the
survey Radiology Department during the study period were four weeks for
barium meals, five weeks for barium enemas and two weeks for both chole-
cystograms and IVUs. The appointment waiting time for barium meals has
since become far longer. (The issue of departmental choice was raised in
the survey interviews with the general practitioners and it will be dis-






Patient work loads at the peripheral radiology units
With the current retrenchment in expenditure in the health district, 11
the general practitioners in the two towns served by peripheral radiology
units have been anxious that these services might be curtailed. Town B
with the unit which performed plain film examinations two days per week, III
had an elderly practice population; in 1977 30 per cent were aged 65 years
and over compared to 20 per cent of the total catchment population served
by the Radiology Department and survey hospital*. III
The town is nine miles from the Radiology Department so the presence
of the local unit saves many long journeys by ambulance for the elderly. I
However, not all. of Town B's plain film requests are performed at the peri-
pheral unit partly because of the delay in the radiologists seeing the
films which have to be taken back to the main department for reporting.
So if a GP thinks that urgent treatment is necessary (for example, plaster III
work), then the patient will be sent directly to the main department.
Again some of the non-urgent but 'mobile' patients prefer to attend at the
main hospital rather than wait for a weekday when the radiographer attends I
the local clinic.
Needless-to-say, the age distribution of Town B's practice population I
was reflected in the age pattern of the examinations taken at the local
unit (see over). Thus the age group profiles of Town B's local examina-
tions, and the total number of plain film examinations in the survey were
markedly different. Thirty-eight per cent of the local examinations were ~
to patients over 65 years compared to 24 per cent in the total survey iiI
load.
*These practice population figures were supplied by the local Area Health
Authority.





























Plain film Age specific ratesPractice pop.
examinations for plain film
examinationsAge groups
Survey Town B's Total Town B's TotalTown B catchment unit plain film
(30,842) unit exams.area (n=426) (n=1965) exams.(165,262) (per 1,000 practice pop. )
0-64 70% 80% 63% 76% 10.2 11.4
65-74 16% 12% 24% 17% 16.8 17.2
75 and
over 14% 9% 14% 7% 10.8 9.8
Total 100% 100% 100% 100% 11. 3 11.9
But did the convenience of the nearby peripheral unit prompt the
requesting of more plain film examinations by doctors in Town B than
would have been expected if only the main department was available?
The last two columns of the inset table show the rates of plain film
examinations performed relative to the practice populations in Town B,
and the survey catchment area. These age specific rates suggest that
the use of the local facilities was in line with the overall usage rates.
The lower local rates for the under 64s, and 64 to 74 year olds would
have been slightly higher if they had included the patients from Town B
who were sent direct to the main Radiology Department. Only the over
75 year olds in Town B seemed to be slightly advantaged by the presence
of the peripheral unit •
With regard to the small unit in Town D where films of limbs, hands
and feet were taken during the once-weekly session, the rates of
'extremity' examinations to the total practice populations did suggest
that the doctors in this town were ordering considerably more than would
have normally been expected. The respective rate per 1,000 practice
population was 3.5 for the total catchment area and 5.3 for Town D and
its environs. And note, the local unit was not used by the doctors whose
practices were in the environs of Town D. If the usage could have been
calculated against the practice population of Town D alone, and included
the patients who went direct to the main Radiology Department, then the
town's rate would have perhaps been double that for the catchment area.
However, one caveat must be added to this discussion about the work-
loads of the peripheral units. The previous section in the appendix
emphasised how much variation there is in the radiology request rates of
general practitioners and the reason seems to be intrinsic to the doctors
as diagnostic decision makers. If the proportions of 'high' and 'low'
requesters amongst the doctors in either Town B (with 14 principals) or
Town D (9 principals) were to be altered as the result of retirements,





















































Types of Xray examinations requested
It can be seen in Appendix 3 Figure 2a that examinations of the
chest comprised nearly one-third of all examinations. Radiographs of
large joints were the second largest group and of these, knees were the
most frequently requested examination (210 in all, see below). Of the
spinal examinations 289 or nearly two-thirds covered the lumbar region.
Selected types of plain film examinations requested
*Requests for 43 joint examinations of the spine have been separated out -
see footnote to page 1 of this appendix.
















































































Of the contrast media studies (Appendix 3 Figure 2b) barium meals
including follow-throughs were by far the largest group with 219 being
recorded. It is noteworthy that in this same period the barium meal
requests for outpatients seen by all consultants' firms numbered only
69. Seemingly, gastroscopy is being used inside the hospital as an
alternative investigatory procedure, the barium meals having already
been done prior to referral (see Table 8 in Chapter 4). Sixty gastro-
scopies were recorded in the general medicine outpatient data, and
there was evidence of a substitution of outpatient barium meals by 73
endoscopy in the study of the Bournemouth open access endoscopy service
But with regard to barium enemas in the survey data, there were similar
numbers requested for outpatients, and for patients from general practice.
Inter-study comparisons between the content of GP-radiology work-
loads tend to be misleading because of first, the differing levels of
direct access available from area to area and this usually affects the
results for contrast studies. Secondly, there has been a lack of
standardisation of the categories into which the types of examinations
have been grouped together. For instance, it was not clear in the
description of the Perthshire workload37 whether the category 'Sinuses'




































Appendix 3 Figure 3a: Sex and age distribution of the chest
examinations.
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Appendix 3 Figure ab: Sex and age distribution of the examinations
of the spine.
































But notwithstanding these problems, there were relatively many
more chest examinations performed in the Scottish studies - 58 per cent
of all examinations in Aberdeen lOS , and 39 per cent in Perthshire whereas
the figure in this survey was 30 per cent. (The Perthshire data
included 240 referrals to a mass miniature radiographic unit. There was
no equivalent full service offered to the survey doctors.) There were
also 3 per cent more contrast media examinations in the Perthshire work-
load even though barium enemas and IVUs were restricted in some areas.
However, before meaningful comparisons can be made geographically, it
is really necessary to calculate rates per practice population for
individual examinations •
Sex and age of patients receiving chest and spinal examinations, barium
meals and cholecystograms
In terms of the sex and age breakdowns for the total examinations
requested in the study period, 47 per cent were to males and 53 per cent
to females*. But of much more interest were the sex and age distribu-
tions for specific examinations •
Chest Xray examinations (Appendix 3 Figure 3a): males aged 60 to
74 years comprised nearly 20 per cent of the total workload. Otherwise
it seems that the sex/age ratio was fairly evenly balanced except in the
age group 45 to 49 years (which is not shown separately on the graph).
In this age group 68 per cent of the requests were for men •
Examinations of the spine (Appendix 3 Figure 3b): the sex distri-
bution was the reverse from 60 years onwards women rather than men
seemed much more likely to deserve a spinal examination. However, once
again this graph masks an anomaly. In the age group 40 to 44 years,
males actually constituted 66 per cent of the lumbar spines, and 62 per
cent of the total spinal requests .
Barium meals (Appendix 3 Figure 3c): it is possible that the bUlge
of males aged 15-34 is indicative of a further movement in the trend for
ulceration of the stomach and duodenum to be experienced by younger age
groups'lO~alyses of sickness absence statistics for men in Great
Britain have shown that the peak in spells of incapacity caused by
peptic ulceration in 1953/54 was in the 50 to 54 age group. By 1971/72
the peak years had shifted downwards to 35 to 39 years, whilst in the
survey data the age group with the largest number of meals was 30 to
34 years •
Cholecystograms (Appendix 3 Figure 3d): 78 per cent of these exam-
inations were to women, and there were marked 'bulges' in the under 35s
and 45-54 age groups. When these figures were compared ~ith the gall
bladder operation rates for England and Wales for 197510 • it emerged
that whilst the sex differentiation for operations was similarly weighted
*It was not possible to calculate sex and age group radiology rates because
of a lack of details about the composition of the population in the catch-
ment area •
Appendix 3.7
toward women (that is 72 per cent), the percentage of operations per-
formed on women aged less than 45 years was considerably lower than
these figures for cholecystograms. So the survey cholecystogr'ams were
checked to see what proportion had abnormal results. This particular
examination requires the patient to attend the Radiology Department on
two days for the control and contrast films to be taken. And appar-
ently, assuming that the films have been properly taken, this examin~9~08
tion has very low rates of false positive and false negative results •
A total of 86 patients' records were checked and of these, gall
stones, or other abnormalities were reported in 25 instances. In addi-
tion there were two examinations which were equivocal, and in two further
cases the quality of the examinations was impaired owing to the gross
obesity of the patients although the radiology findings seemed to be
negative. Thus about 30 per cent of the caseS produced abnormal findings.
This figure is double that reported in a Los Angeles study into the
accuracy of physicians' predictions of the results of cholecystography
for 102 hospitalised patients49 • The physicians were all in training
and the patients primarily males. Of this survey's examinations to
women younger than 35 years, 38 per cent showed abnormal findings.
However, the presence of gall stones is not in itself indicative of
the need for surgical intervention l09 . Bainton and his colleagues in
South Wales llO suggested that 9 per cent of the popUlation aged between
45 and 69 years had radiological evidence of gallstones*. Unfortunately
there is no way of learning what decisions the general practitioners had
taken on behalf of the patients with abnormal cholecystography results.
But this small exercise does indicate the potential uses of general
practitioner radiology data for extending knowledge about base-rate
prevalence of diseases in the community.
*rn this paperllO it was found that there was no marked increase in the
prevalence of gall bladder disease with age in either sex, a finding
contrary to the researchers' expectations. But this result was probably
a function of the popUlation sampled for screening - only persons aged
between 45 and 69 years were eligible: the numbers in whom gall bladder



















Appendix 4: FUrther analyses of the diagnostic data











There were two particular concerns overshadowing the assembling of the
diagnostic data. The first was the conviction that coding only one diagnosis
per patient (the convention in the vast majority of British hospital studies)
masks the true incidence of conditions presented and treated especially in the
outpatient situation where patients can be under long-term surveillance. (And
of course, when coding only one diagnosis, often there is the difficulty of
determining which is the primary diagnosislll .) More than one-third of the
patients (and attendances) had two or more identifiable four-digit ICD diag-
nostic labels.
The second concern lay in the researcher's own inexperience in collecting
and processing diagnostic material. For this reason, the source of the diag-
nostic information was recorded on the forms (see below), and for the greater
part the diagnosis was clearly stated in the case folders. Occasionally a
series of letters would offer continuing advice about the management of a set of
symptoms only, but these were usually indicative of more common conditions such
as hypertension. Also there were instances where past communications (discharge
summaries or letters) made references to conditions which had ceased to be a
problem for example acute respiratory infections. These were ignored .
Source of the diagnostic data recorded from the case folders
letters to the general practitioners 71%
T~ code the data the International Classification of Diseases, 8th revision
(1965)~ was used. The data were coded by a person with a paramedical background
and the checking was done by the researcher. Advice was given by various specia-
lists. To computerise the data using the SPSS package, it was necessary to
allocate a new number to each of the ICD four-digit codes then group these recodes
on the computer to achieve the three-digit categories. In all, almost 600 four-
digit codes were identified •
There is no doubt that the diagnostic coding was not perfect for reasons
other than the inexperience of the coders. The diagnostic descriptions in the
case folders were often imprecise even on discharge summaries. (The problem of
divergence in diagnostic labelling by junior doctors, autopsy reports, and
coroners with regard to cause of death, was raised by the Medical Services Study
Group of the Royal College of Physicians of Londonl12 .) A further problem lay
in the limitations of the ICD volumes. Some classifications seemed to be inapp-
ropriate or inadequate in terms of outpatient workloads. For example, it was
It should be noted that a few patients had two individual four-digit diseases
which were closely related and belonged to the same aggregated three-digit cate-
gories. For example, pulmonary embolism (ICD 450) and deep vein thrombosis (ICD
453) are both "Diseases of veins and lymphatics and other diseases of the circu-
latory system". These patients with like diseases were not double counted in the
three-digit groups shown in the following tables. Again, when the diseases groups
were aggregated into ICD chapter headings as in Figures la and lb, the patients
with two or more (circulatory system diseases) were not double counted. (This
































not possible to distinguish myocardial infarctions which had occurred in the •
recent past (that is, more than eight weeks previous) from other manifesta-
tions of chronic ischaemic heart disease; they are coded as either 412.0 or "I
412.9*. Likewise the two codes cover patients with by-pass grafts. These ..
and other prostheses were listed separately. Again, the convention of greup-
ing together into one code patients with both hypertension and one or more
manifestations of symptomatic heart disease masked the nature of the heart 'll
dysfunction. The index in the leD second volume presented further difficulties. liI
Certain conditions appeared to not be listed because they had been recognised
recently (Mollaret's meningitis being an example), and the different spelling I
conventions especially for neoplasms of the lymphatic tissue caused confusion.
But over-riding these technical constraints is the whole issue of the
validity of diagnostic labelling. The fuzziness of the definitions of alcohol-
related problems is a pertinent example. Epilepsy is another example. In
addition, the diagnosis identified by the clinician may only be tentative until
confirmed by tests or the natural course of the disease-process. So when coll-
ecting the diagnostic data'a note was made of the level of certainty attributed
to the diagnoses particularly for newly referred patients. For 6 per cent of
the new patients the diagnosis had not been confirmed at the time of their last
(or only) survey attendance. One further caveat must be added regarding the
following tables. Many of the diagnoses recorded were jointly managed or even
totally cared for by other consultants. Yet it was felt essential to code them
if a true profile of the outpatient load was to be obtained. In all 13 per
cent of the patients were jointly managed.
Diagnostic profiles of the general medicine workloads
Despite the above shortcomings, it is still felt that the diagnostic
material in the following tables fairly represents the case loads of the
survey consultants. It is also of interest that diagnoses relating to mental
disorders were evidence in about 6 per cent of all attendances. But the
correspondence between the hospital doctors and general practitioners
suggested that symptoms of anxiety and depression were recognised at another
100 or so attendances taking the total figure of persons attributed with
psychological manifestations to at least la per cent.
In the last table which shows the first diagnoses of all GP-referred
patients who were discharged, "Mental Disorders", and "Symptoms and III defined
Conditions" comprised 6 per cent and 27 per cent respectively of the diagnoses
of the discharged patients. However, of the patients discharged who had been
referred during the survey period, (that is, they prebablY attended only once),
42 per cent were thought to be suffering from these combined categories.
*The coding of chronic ischaemic heart disease at a four-digit level seems to
be prene to a high level of inaccuracy. An American study to assess the
reliability of diagnostic data abstracted frem patients' medical records
found discrepancies in the mUltiple coding of 63.2 per cent of the records
for patients with manifestations of this disease, and 41.6 per cent for
congestive heart failure. These figures compared with 10.2 per cent for
bronchitis and 13.5 per cent for diverticulosis of the intestine. Diabetes
also causes problems - 50.3 ~er cent of records for this disease contained
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XIII.DISEASES OF THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE
Arthritis and rheumatism. except rheumatic fever
Osteomyelitis. other diseases of bone and joint
Other diseases of musculoskeletal system
XII. DISEASES or THE SKIN MID SUBCUTANEOUS TISSUES
TOTAL DIAGNOSES
TOTAL PATIENTS
•These figures represent the total number of
patients within each ICD chapter heading.
XIV. CONGENITAL ANOHALIES
IX. DISEASES or nit DIGESTIVL SYSTEM
Diseases of oral cavity. salivary glands and jaws
Diseases of oesophagus. stomach and du~enum
Appendici tis
Hernia of abdominal cavity
Other diseases of intestine and peritoneum
Diseases of liver. gallbladder and pancreas
NOT CLASSIFIED
XI. COMPLICATIONS or PREGNANCY. CHILDBIRTH. ETC.
XV. SYMPTOMS AND ILL-DEFINED COUDITIONS
Symptoms referable to:
nervous system and special senses
cardiovascular and lymphdtic system
respiratory system
upper gastro-intestin31 tract





Senility and ill-defined diseases
VllI. DISEASES or THE RESPIRATORY SYSTEM
Acute respiratory infections (except 'flu)
Pneumonia
Bronchitis, emphysema and asthma
Other diseases of upper respiratory tract
Other diseases of respiratory sys~em
X. DISEASES or GENITO-URINARY SYSTE~
Nephritis and nephrosis
ether diseases of urinary system
Diseases of male genital organs
Diseases of breast. ovary. fallopian tube
and parametrium
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Th~ee-~igit leD diagnostic ca~egorles
of attending PATIENTS (up to three
d~ag~oses bei~g ccde~)
I
VI. DISEASES or TU: NIT/ellS SYSTEM & SENSE ORGAN
Inflammatory dise3ses of central nervous system
HeredItary and familial diseases of nervous sy~te
Other diseases of central nervous system
Diseases of nerves and pp.ripheral ganglia
Inflammatory diseases of the eye
Other cliseases and ccnditions of the eye
Diseases of the ear and mastoid process
V. r-:EllTf.L DISORtERS
Psychoses
Neuroses. personality disorjers and other
r:Ol:-psychotic mental disorders
~£ntal retardation
IV. DISEASES OF BLOOD AND SLOOD-FORMING ORGANS
VII. DISEASES OF THE CIRCULATOKY SYSTEM
Active rheumatic fever
Chronic rheumatic heart disease
Hypertensive disease
Ischaemic heart cisease
Other forTiIS of heart disease
Cerebrovasc;ular (~isease
Diseases of arteries. arterioles and capillaries
Dise3ses of veins ar.J l}~phatics. and other
diseases of circulatory system
Ill. HDOCP,INE. NUTRITIONAL AND t-:ETABOLIC DISEASL
Diseases of thyroid gland
Liseases of other endocrine glands
Avitaminoses and other nutritional deficiency
Other metabolic dise2ses
II. :·:;::OPLAS'-:S
Malignant nee plasm of digestive organs
ar,,~ pert tor-CUt\
Malig~2nt neoplasm of respiratory system
Malignant neoplasm of bone, connective tissue,
skin a~d breast
"~uli[,:1.-mt n~~0plasm of ger.ito-urinary organs
~d1isn:::llt neop12sm of other and unspecified sites
Nec~,lasr;s of l~phatic and haenatopoietic tissues
Ber.i~n nec;.pla~~s
Neo~Jd~r:l of uns~ecified nature
•




Policmyclitis and ct~e~ e~terovirus diseases
of ceneral r.ervcus syster.-.
Viral diseases acc~par.ied by exathem
Other viral diseases
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XII. DISEASES or THE SKIN AND SUBCUTANEOUS TISSUES
XV. SYMPTOMS AND ILL-DEFINED CONDITIONS
Symptoms referable to:
nervous system and special senses
cardiovascular and lymphatic system
respiratory system
upper gastro-intestinal tract





Senility and ill-defined diseases
NOT CLASSIfIED
XI. CO!lPLICATIONS or PREGNANCY, CHILDBIRTH, ETC.
TOTAL DIAGNOSES
TOTAL ATTENDANCES
"These figures represent the total number of
attendances within each leD chapter heading.
X. DISEASES or GENITO-URINARY SYSTEM
Nephritis and nephrosis
Other diseases of urinary system
Diseases of male genital organs
Diseases of breast, ovary, fallQpian tube
and paro~etrium
Diseases of uterus, other female genital organs
XIV. CONGENITAL ANOMALIES
XIII.DISEASES or THE MUSCULOSKELETAL SYSTEM
AND CONNECTIVE TISSUE
Arthritis and rheumatism, except rheumatic fever
Osteomyelitis, other diseases of bone and joint
Other diseases of musculoskeletal system
IX. DISEASES or THE DIGESTIVE SYSTEM
Diseases of oral cavity, salivary glands and jaws
Diseases of oesophagus, stomach and duodenum
Appendicitis
Hel~ia of abdominal cavity
Other diseases of intestine and peritoneum
Diseases of liver, gallbladder and pancreas
VIII. DISEASES or THE RESPIRATORY SYSTE~
Acute respiratory infections (except 'flu)
Pneumonia
Bronchitis, e~physerna and asth~a
Other ~iseases of upper respiratory tract
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Three-digit leD diagnostic categories of
all .t.':j':};:';'..'~2::;S (up to :~,:"'ee -=.iagnoses
being coded)
IV. ~ISEAS:'S or BLOOD &~D BLOOD-FORMING ORGANS
~dli~~Gnt neo?lasm of digestive organs
2"~ ;::er'itoll€'um
r.dl::;:::;.~:-.t neoplasm of respiratory system
"~ligr;2rlt Ileopla~m of bone, connective tissue,
skin and l:reast
Mdl igr.imt neoplasm of geni to-urinary organs
Jo'.aI::.gr,ant neoplasm cf other and unspecified sites
Neopl~s~" of lymphatic and haematopoietic tissue
Be::i£1l neop}<1sf:',S
N~G?lasm of u~~pecified natul~
V. ~~TAL DISORDERS
Psycho~es
Neuroses, personality disorders and other
non-psychotic mental disorders
Y.ental t·eta.rdation
VI. DISEASES or THE NERVOUS SYSTEM &SENSE ORGANS
Infla~~atory diseases of central nervous svstem
Hereditary and familial diseases of nervou; system
Other diseases of central nervous system
Diseases of nerves and peripheral ganglia
Infla~~atory diseases of the eye
Other diseases and conditions of eye
Diseases of the ear and mastoid process
Ill. I:NtCCRI!IE, NUTRITICN.~L AND ~ETABOLIC DISEASES
Diseases of thyroid gland
Dise'2.:;es Cif otner endocrine glands
;'vita:ninoses an'~ :.:-:.her nutritional deficiency
Other n,e~C'.L0]_;_C Ji~edses
VII. DISEASES or T~E CIRCULATORY SYSTEH
Acute rheu~atic fever
Chronic rheumatic heart disease
Hypertensive disease
Ischaemic heart disease
ether for~s ~f heart disease
C~rebrovascu12rdisease
Ciseases of arteries, arterioles and capillaries
Diseases of veins a,:d lY!:lphatics, and other
dise~ses of circ~latory system
1. INfECTIVE AND PARP.SITIC DISU.SES
Intesti~al in~ecti:~s diseases
,:".o,:,=,ct':,e,si 5
?C'lic,:;£-':'':'~is and other €nterovirus diseases
u: cc,tr3l nervous system
V':'!'d di~;'22s'.:!s a(:co~.panied by exathem
etr,c:::' vir.;;l diseases
SnJ·i lis,md other venereal diseases
(SCircc':'~csis)
I
f J f J I I • I I I I I I I I I I I I I • I I I I I I I I I I I I I I
d ICD 't ur-di..dt diS 1T hI ,diIAppen 4. A • I! oct. 0 ¥nQU'
No. or lltbmding No. of attanding ~Oe ",f' et~t:-:~i¥
f::i:'f9;) r: tiePts t~ t i ~)'.til....1.699) \!:.:l.6:':?)
coded diagnoses coded. diagnoses coded Co :"~C~"3ee
.lU llm ~ All. .lU llm ~ All .k! ~ 2.-:i .ill.
N!!9pl§,Sm. JIleptal dioorder. DislM's of the Circulatory Syste; cont.
151.al9 maUgnont neoplaslll.S of the 300.0 am:iety Deuroe1a, anxiety state 8 ,
-
11 Chronic diseases- of endocarditm:
stolll&Ch 6
- -
6 }O,.O alcoboluna, episodio excessive 424.0 mitral valve con-rheUlllatic 2 2 - <
157.0/9.Aligoont 424.1 aortic valve non-rheumatic 2 - 1 4neoplas!Il3 of the drinking 2
- -
2 424.9 other endocardial structurespancreas 8
- -
8 W,.l habitual excessfve drinking , 1
- 4 non-rheumatic 4 - - •200.0 reticul~.ll aarcOBr.,
W'.2 chronio .1oobol18a, addiotion 9 9 5Y8t0110 murmur unspecified 9 - - 9h13tocystic ~pboma 2
- -
2 - -
200.1 lylllphoe&rcolll1, ly1I.phocytlc, }O'.9 .10000118. HOS 20 2 - 22 Symptomatic heart disease:427.0 congestive heart failure 6 4 2 12lymphoblastic .~ - - 4 Di8,.,e8 of the Nervous Syst,. Apd 427.1 left ventricalar failure 9 1> 1 22
201 Hodgkin's disease 9 - - 9 SeMI Organs 427.2 heart block, Stoke Adams 16 - 1 ".,
202.2 malignant lylllphoaa aDd other }40 disseminated sclerosis 10 - - 10 427 .9 atrial fibrillation. arr~~thmia.
sick sinus syndrome, ventricularpri14~ry neoplasms of lymph 8
- -
8
'42 para~8is agitans l' 6 - 19 ectopics, sinus/paro% ta~hycardia }O 2} 5 5820' multiple myeloma, myeloll18 NOS,
'45.0 generalised oonvulsive petitlIlyelol!latosis 17 1
-
18
..1 (idiopotl1ic) .pil.J>OY 9 - - 9 Vein thrombosis and pulmonary embolism:450 pulmonary embolism and infarction 21 14 7 42204.1 chronic lymphatic leukaemia }2
- - '2 '45.1 generalised convul3ive grand
.al (idiopathic) epilepsy 9 1 - 10 45' DVT, recurrent throabophlebitis }O 14 1 45205.0 acute myeloid leukaemia!
'45.' partial epilepsy·, temporal lobe,mono myelocytic 2
- -
2 focal peychomotor 9
- -
9 Diseases of the Dieestive System
205.1 chronic myeloid leukaemia 1
- -
1 '45.9 other and unspe:cified epilepsy ulcer of stomach, gastric, pyloric:
polycythaemia (rubra) vera 6 1 . epileptic fi ta/convulsions NOS 4'
,
-
46 5'1.0 with perforation 1 - - 1208
-
7
5'1.9 without perforation 15 2 1 18
DhoNes of tb, Cinulatory System - healed during survey 11 - 1 12En1?grip.... Nutritioool and Metabolig
Diseases Diaeas.8 of the mitral valve: ulcer of duodenum:
242.2 thyro to% icosis/hyperthyroidi8lll '94.0 rheumatic 1 - - 1 5}2.9 without perforation 15 3 - 18
vi,thout mention of goitre 64 6
-
70
'94.9 DOD-rhelDatic 29 5 1 '5 - healed during survey 7 - - 7
244 myxoede~a, hypothyroidism 14 9 1 24 Diseases of the aortic valve: 5';5 gastritis and duorle~itis 5 4 1 10
-
(other conditions of thyroid!
'95.0 rhe\IDatic 1
- -
1 5}O.9 reflux oesophagitis, ulcer
goitre) . 12
- -
12 '95.9 non-rheWlloatic }O 2 -
"
oesophagus, 8tricture, gastro-
250 diabetes mellitus, diabetic oesophageal r~flU% '5 8 -
.,
retinopathy 8 }O 14 52 HyperteJ:lBion:
-
ret'lux. oesophagitis~ hiatus400.0 lIali&'nan t 5
- -
5 hernia 6 4 1 le269.0 co~liac disease, steatorrhoea, 400.' malignant with reQal 1 - - 1
gluten enteropathy, malabsorption involvement 551.' hiatus hernia 7 5 2 04
due to radiation damage l' - - l' 401 eS8ential benign 126 46 11 18' diverticula disease of:
272.0 hyperlipaemia, familial byper- 402 hypertensive heart disease 18 5 - 2} 562.0 small intes tine 1
- -
1
chloresterolaemia, hypertrigly- 40' hypertensive renal disease 1 - - 1 562.1 large intestine, colon; NOS 9 - 2 1l
ceridaemi&"xanthomatosis 5 15 11 '1 Acute m.yocardial infarction: 56'.0 Crohn's disease, regional
275.5 macroglobulina~lR idiopathic ,
- -
, 410.0 with hypertension 4 1
- 5 enteritis/ileitis 16 - - 10
m obesit,- NOS 8 11 1 410.9 without hypet"tension }O 1 - '1 564.1 iITitable colon. irritable bo....el20
syndrome. colitis, s!X"1.stic colo:l. 7 1 - "
DheAStS or Blood and Blood Forming OrgaM Chronio ischaemic heart disease: 571.0 alcoholic cirrho3is of liver:412.0 with hypertension l} 2
-
15 alcoholic hepatitis 1} 3 1 17
280 iron deficiency ensemias 8 11 1 20 412.9 without hypertension 108 24 , 135 571.9 non-alcoholic cirrohsis of liver;
281.2 folic acid deficiency anaemia, chronic (a~vresiv~) hepatitis 15 - - 15
megaloblastic 4 - - 4 Angina pectoris: 57' other diseases of liver;
285.9 anaemi~ unspecified ., , 1 11 41'.0. with hypertension 5 6 , 14 hepatitis :.:05 5 - - 5




A'Dpendix 4. Teyle 4 First diemosis of discharged patients who hc~ be~n referred by
gene~al ur~ct;tion~r8 either before or during the survey neriod
No. %
VII, DISEASES OF THE CIRCULATORY SYSTEM
!1. l;~O?Ll\.S~"S
VI. DISEASES OF TEE NERVOUS SYSTEM AND SENSE ORGANS






























XII. DISEASr::S or THE SKI;~ A:IJ 5:;3CUTA:n:ous TISSlJT
TOTAL nISCH~qG~D R8F~RRSD PATI~NTS
NOT CLASSIFIED
X. DISEASES OF GEiHTO-URI:lARY SYST!:!!,
IX, DISEASSS OF T~: DIC2STI\S SYS:Er
Diseases of uterus and other =~rna~e genital orfans
XL Cot~PLICATIONS OF PPE~;A;;CY ~ Ci-iILTHPTH A::n T~E
PUERPERIUl1
Arthritis and rheumatism. exc<:!;;t :'~eur.atic_ fev~r
Osteo~clitis and other diseases of bor.e and joint
XIV. CO!IGE~HTAL ANN!ALIES
XVI, Sn:PTmS AND ILL-DE::Ii,E:D C'J!':JITIo:iS
XIlLDISi:ASES OF THE HUSCULQ$!<E!..ETAL SYSTEr. Al1!)
CO:H::SCTIVE TISSUE
Diseases of oesop;lar;us. storr,ac:: e.:1G. duodenur.'!
P.ern!a of ab~o~iual cavity
Other ciseases of intest!ne a~':' re~i"':or.eul:'l
9iseases of liver. ga~lblacce~ ~r.cl ?a~creas
Symptoms referable to:
uervous syster.'! and special senses
cardiovascular and lyJ:lp:'atic system
respiratory system
u~per ~astro-intcstinal ~ract












































INF£CTH'Z f-.1lD PA?AS:::TIC DISEASES
1·:£;:;TAL DISOF.DE!?Sv.
Diseases of blood and blood-forming organs
Ill. E::DOCP.INE. :nll"RI7IOliAL AND ~'!:'i'ABOLIC DISEASSS
Chronic rheumatic heart disease
Hypertensive diseas~
Ischaemic teart disease
Otter forms of heart disease
CerebnoY~scular disease
Diseases of arteries. arterio1es and caoillaries
D::seases of veins and ly~hatics. and other
disea~~s of circulatory system
1.
Sarcoidosis
Diseas~s of thyroic glane
Di::;eases of otl:.er endocrine g:ands
'Jt::er r.,eta:'olic c!iseases
:lalienar.t neo,::.lasm of digestive orf.ans and peritoneum
~'alignant neoplasm of genito-urinary organs
:;eoplasT!'s of ly:nphatic and haer..atopoietic tissue
Psycho5es
:;euroses. ~erso~ality disorders and other
non-psychotic mental disorders
:if>reditary anG fanilial disea5es of nervous system
Other diseases of central nervous system
Dise~ses of nerves and peripheral ganglia
Other diseases and conditions of eye
Di5~ases of the ear and mastoid process
VIII.DISEASES OF THL RESPIRATORY SYSTEM
Pneumonia
aronchitis , emphysema and asthma
Other diseases of upper respiratory tract












































Appendix 5: Problems in the collection
and reportage of referral rates
(Reproduced from the author's interim report "TIle Purpose and Si tin!,
of Consultant Outpatient Sessions", Health Services Research Unit
Report No. 17, 1975.)
Carstairs and Skrimshire (1968) produced an admirable review of
published sources and unpublished data on the use of outpatient services.
They were attempting to produce indices for the planning of outpatient
care in health centres. And in doing so they summarised those studies
available to date, indicating where there were differences in definitions,
in coverage and in the adequacy of the population base. They presented
a useful table and appendix reviewing sources and indicating variations
in definitions, etc., but did not offer guidance on the methods and
definitions in micro-studies which would be most useful to planners •
The Royal College of General Practitioners made no more than a
perfunctory examinatlon of this issue in the third edition of the handbook
Present state and future needs of general practice (RCGP 1973a). They
produced a table listing sourCes of publications, sizes of recording bases
(i.e. number of participating doctors), and crude referral rates per 100
population. Apart from an observation that there were wide discrepancies
in the results from individual studies, partly because of variations in
definitions and ways of measurement, the College did not attempt to spell
out to the readers most of whom, presumably they hoped, would be general
practitioners with research interests, guidelines on standardisation of
definitions and reliable research techniques. Instead it was said that
there was a "need for further studie~ to discover what these differences
mean and why they occur", (page 36).
In Table 4.3 a comprehensive collection of published papers presenting
referral rates has been analysed with the intention not of observing any
comparability in the rates, but of identifying reasons relating to defini-
tions and methods which partially explain why the rates are so varied. It
is not so much a replication of the work of Carstairs and Skrimshire, as an
extension of it. The table has been organised into three parts; sources
relating to individual practices, sources relating to multiple practices
in which general practitioners carried out the recording, and sources relat-
ing to data collected in outpatient departments. Thus Table 4.3 illuminates
certain of the following problem areas.
(a) Recording agencies
Information about referrals to outpatients can be collected at two
sites; at the place of referral normally the general practitioner's surgery,
usually by the doctor himself at the time of referral, i.e. in the consulta-
tion process, and in the outpatient department, often by extracting informa-
Note: the references for Appendix 5 appear at the end of this text •
1The Research Unit of the RCGP did produce a general practice glossary
(RCGP 1973b) but the definitions relating to referral data were scanty •
Appendix 5.2
tion from c~se notes at the conclusion of a clinic. Validation of the
reliability of the referrers' recordings can be undertaken in the out-
patient department. These two data sources pr'ovide referral rates
relating to differing population bases. General practitioners' record-
ings will be applicable only to the patients on their practice lists,
whereas the hospital based data will, when summed together, relate to
the population of the catchment area. Thus in the hospital data there
mightte referrals of new patients from other primary agencies such as
local authority doctors and school medical officers, etc., and it is
reasonable to expect that the rates prcduced will be in excess of the
rates for general practitioners alone. The significance of the data
source seemed to elude some commentators who compared their own results
with dissimilar studies - the Oxford Regional Hospital Board (1963)
compared the rate for the Reading County Borough with those reported by
Brotherston and Chave (1956), and Fry (1959), both of whom were reporting
upon individual practices. Scott and Gilmore (1966) likewise mixed
referral rates from outpatient department and general practice studies.
The RCGP (1973a) review did indicate in its summary table the size of the
data base, although with some inaccurate reportage (the term practices
instead of doctors was applied in some instances \ and no obvious distinc-
tion between types of recording agents.
Reliability of the recording agents appears to be a 'bug-bear' no
matter how well motivated the agents towards the research. In their study
of the Frimley area, Clarke and Bennett (1971) had the cooperation of the
general practitioners to record on special cards, details of each referral
for immediate hospital admission, outpatient attendance, or consultant
domiciliary visit. Referrals to casualty, physiotherapy and occupational
therapy services were also detailed. Recording lasted for a period of
13 weeks. To establish the completeness of the recordings, all new out-
patient attendances and inpatient admissions within the Farnham Group of
Hospitals during one month of the survey period were identified and
checked. Only three-quarters of outpatient referrals and half the immedi-
ate inpatient admissions were recordedl • Thus the recalculated outpatient
referral rate for the area rose from 9.6 per 100 population to 12.8. In
the practice reported by Morrell et al. (1971), three general practitioners
recorded all consultations over a 12 month period. Whenever a hospital
referral was made the doctor was required to complete a second form. Vali-
dation showed that in 13 per cent of consultations at which a patient was
referred to hospital, the doctors had failed to raise the hospital referral
card. In the closely monitored general practice morbidity survey, (OPeS
1974) a sample of 100 patient records from the computer register of each
practice was compared against the clinical notes held in the practice. The
deficiency rate of surgery consultations on the computerised record was 3.4
per cent, but the overall omission rate for referrals was 11.9 per cent,
and it was more marked for outpatient (14.6 per cent) than for inpatient
referrals.
In validating statistics collected from outpatient records, most
research teams have drawn comparisons with routinely collected S.H.3 or
H.S.IO returns, and have usually concluded that comparability was not
IThis validation period did coincide with a Hong Kong 'flu epidemic,











































feasible because of variations in the definitions of new patients between
the two data recording teams, and even inter-departmental interpretations
in the routine recordings. See for example the Oxford Regional Hospital
Board's (1963) study of Reading Hospitals, who felt that "it would seem
that the 'true' new patients may be about half that shown in the national
returns"; also Scott and Gilmore (1966) and Gruer (1972).
None of the outpatient-based studies referred to in Table 4.3 gave
evidence of collecting statistics about non-attending newly referred
patients and yet if the breadth of referrals from the community are to be
appreciated these non-attenders should be incorporated. (There is of
course, the problem of identifying such patients if they subsequently
attended a clinic.) The results from a small survey of newly referred non-
attenders by Backett et al. (1966) suggested that the percentage of all
referrals who do not attend (even at a later date) was around five per
cent although the range of specialties in the sample was not stated and
the exclusion of psychiatry would have weighted the result.
(b) Definitions
Few reported studies have spelt out in detail the range of hospital-
based facilities available to the general practitioner; full or partial
pathology and x-ray procedures, E.C.G. machines, G.P. general and maternity
beds, and physiotherapy. Yet the availability of access is a variahle
which can greatly influence the size of doctors' referral rates. Open
access for most diagnostic investigations is now widespread throughout
England and Wales (Butler et al. 1971 and Irvine and Jefferys 1971), a
trend which 'took off' in the 1960s1 .
Some studies published about fieldwork undertaken in the 1950s gave
referral rates to outpatients in the vicinity of 20 or more per 100 popu-
lation, see Table 4.3. The highest rate 25.3 applied to Hopkins'spractice
in London, a single-handed practitioner with an N.H.S. list size of
averaging 1,355. He did not have open access to diagnostic facilities, and
an examination of his referral pattern showed that of a total of 1,029
outpatient referrals in three years, 382 were for investigation only -
pathology and x-ray. If these diagnostic referrals are excluded, then
his readjusted referral rate was about 16 per 100 average list size. Again,
Brotherston and Chave (1956) reporting on a practice in a post-war L.C.C.
housing estate, indicated that they had some open access to laboratories,
hut x-ray facilities were not mentioned. However, the report showed that
the referral rate for diagnostic investigation was relatively low, approx-
imately 1.5 per 100, so suggesting that their overall referral rate to out-
patient departments may have included a significant proportion of patients
requiring unavailable investigations only.
In some studies, notably Gruer (1972),referrals to orthopaedic depart-
ments were found to be relatively high because general practitioners did
not have direct access to physiotherapy departments. The inClusion of
routine maternity referrals can also inflate referral rates - Morrell (1971)
indicated that more than 13 per cent of all referrals to outpatient depart-
ments in his practice during 12 months in 1967-8 were obstetric cases.





Referral rates can be calculated according to either the total
number of individual patients referred to outpatient departments or the
total number of referrals, i.e. episodes sent. Rates derived from this
latter base-line will usually be in excess of patient-based rates, as
some patients are likely to be referred more than once in a survey period.
The variation over 12 months may be 1.0 per 100 population - see Morrell
et al. (1971) in Table 4.3.
The population base used in the calculation of referral rates, can
inflate or deflate the results. Most researchers have used the average
practice list size usually prepared by the Executive Council (now the
Family Practitioner Committee), as their population base. But as it was
pointed out earlier, there are reasons for anxiety caused especially by
migration and deaths, about the accuracy of these lists. The Newcastle
practice reported by Walker (1973), the Lambeth practice (Morrell et al.
1971), plus the national morbidity study (OPCS 1974), all used age/sex
registers in the presentation of results.
Another unacknowledged pitfall in the use of administrative practice
lists (and even age/sex registers) as a base-line for individual doctor
referral rates is created by the sharing of partners' patients, particularly
by principals in group practice. Thus there may be a considerable gap
between the nominal list size for a principal held by the Family Practitioner
Committee and the number of patients who consider the principal to be their
'doctor'.
Often, authors e.g.. Fry (1959) and Williams (1970), have included
domiciliary consultations in the outpatient referral statistics. Fortunately
these usually constitute a very small proportion of the total number of
consultant contacts.
Occasionally papers have included statements giving the percentage of
total diagnoses recorded in a survey period which were referred to hospital
(e.g. Scott et al. 1960). If the recording of multiple diagnoses has been
permitted for each consultation as in the national morbidity study (OPCS
1974) then the total number of diagnoses will probably exceed the total
number of consultations in a survey by about seven per cent (OPCS ibid),
thus making rates of referral calculated against diagnoses incomparable
with those based on consultations unless adjustments are madel . Sometimes
referral rates per total consultations have been presented; these can be
related to direct consultations only (Wright 1968 and Williams 1970) or
direct and indirect consultations combined (Morrell et al. 1971). As
indirect contacts can comprise up to 11 per cent of a year's workload
(Morrell et al. 1970), a comparison of referral rates calculated against
such base-lines is misleading if account is not taken of the definitions













IThe data reported by Scott et al. (1960) enabled the calculation of two
referral rates: 20.8 per 100 practice population based on diagnoses ..
referred (cited by Carstairs and Skrimshire.1968, and RCGP 1973a), or .i

































Outpatient studies are bedevilled by the definition of 'new
referrals'. Scott and Gilmore, and Gruer adopted the definition used
in the completion of H.S.IO/S.H.3 returns, whereas the Oxford Regional
Hospital Board and Forsyth and Logan redefined the definition to
exclude inter specialty transfers. The Edinburgh referral rate of
11.8 did not include referrals from one department to another within
the hospital (Scott and Gilmore 1966 p.12) .
(c) Ambiguities in the reportage of results
Difficulties in interpreting the results have occured with some
papers because the explanatory information regarding definitions,
research methods and data bases, have been omitted. Two interesting
examples are the papers by Fry (1957 and 1959) and Morrell (1971 and
et al. 1971). The rate of 3.8 referrals per 100 practice population
to outpatient departments for the South East London practice of which
Fry (1959) is a principal has often been cited by other authors as
being comparatively low. This rate was calculated on the workload for
the 12 months of 1957. However, Fry published a paper two years pre-
viously which gave an outpatient referral rate of 7.8, being the mean
of referrals for a five-year period ending 1956. To offset this
decline in the use of outpatient services, his inpatient admissions
rose from 0.7 for the period 1952-6, to 3.7 per 100 patients at risk in
1957 - a relatively very high figure compared with other published
inpatient referral rates. Fry in his later paper gave no hint as to why
this referral pattern should have altered so markedly in such a short
f . 1space 0 tlme •
A further example of ambiguity appeared in the two papers glvlng
referral figures for a Lambeth practice, the principals of which had
recorded all direct and indirect consultations plus additional data on
referred patients for 12 months, 1967-8. The paper with joint author-
ship, Morrell et a1. (1971), stated, "During the year, 3,455 patients
consulted the practice on 21,098 occasions. Of these, 489 (11 per cent)
were referred to the outpatient department on 529 occasions, giving an
overall referral rate of 11.9 per cent", (page 79). Yet in the paper
published by Morrell only (1971), reporting again on results from the
1967-8 fieldwork, the outpatient referral figure was 451, e.g. "The
disease groups which contributed most to the 451 patients referred to
the outpatient department were ", (pap;e 456). Morrell gave no
expli'lnation in th;,; paper as to the discr'epancy in resul ts from identical
fieldwork (the total number of patient attendances in the two papers were
almost exactly the same). It was only after searching through the paper
published jointly, that an explanation was found. The three participating
IFry's more recent papers (1971 and 1972) showing his referral trends over
21 years do offer a possible explanation; the mean total hospital referral
rates for the period 1952-6 masked a range in the annual referral rates,
the early 1950s being higher than the mid-1950s. The papers do not
clarify the variations between the outpatient and inpatient rates though •
principals were responsible for completing two forms whenever a
referr'al decision was taken. The first form related to routine con-
sul tatioTI data and the second to the referral decision. In only 451
in~tances were both forms completed l •
The presentation of referral statistics can fail to impress the
reader of their significance. Williams (1970), reporting on the survey
undertaken by 68 general practitioners in the Welsh Faculty of the
RCGP gave a number of outpatient referrals as a percentage of the total
consultations. While doing so he was making comparisons with the results
from an earlier study of members of the South-west England Faculty,
(Wright 1968). The percentage rates were very similar, 3.5 for South
Wales and 3.2 for South-west England. (This did include some small
inconsistencies in definitions.) What Williams failed to point out was
that the rate of consultations per patient at risk in South Wales was
considerably higher than in the English study, thus giving an overall
referral rate per 100 population in the former area as being almost half
as big again as the rate for the latter area, (see Table 4.3).
lEven the bar graph indicating the referral rates of the 369 doctors
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